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GENERAL CONSIDERATIONS, 

That a large number of chemicals has been em- 
ployed in local anesthesia attests to the great desire 
of the profession to secure an ideal local anes- 
thetic. The reason for this patient search is that the 
advantages of local anesthesia are many, notwith- 
standing that general anesthesia is attended by a 
minimal danger. Recent knowledge of the late 
effects of chioroform causes us to inquire anew if 
ether too may not have delayed deleterious effects 
hitherto unsuspected. One death in 15,000 now 
accepted as the fatality rate for ether may not ex- 
press the danger if remote effects are considered. 
This is not the place to enter into an inquiry as to 
the dangers of inhalation anesthesia, but if opera- 
tors interrogate their knowledge of fatalities after 
the use of ether in their own practice or that of 
their friends faith in the accuracy of the statistics 
above quoted will be much shaken. When we add 


to this those instances in which death occurs after 


the patient is returned to bed from causes not per- 
fectly clear, after operations in themselves not dan- 
gerous, in which the patient during the operation 
was blue, because of an incompetent or careless 
anesthetizer or from unavoidable causes, the doubt 
is increased. If in addition to this the operator 
notes the results in a large series of operations un- 
der local anesthesia, characterized by freedom from 
such unpleasant experiences, he becomes convinced 
that ether is not the innocent agent statistics would 
have us believe. That this conviction is jmore 
widely spread than statistics would seem to war- 
rant is attested by the eagerness with which the 
profession regards the promise of any method 
which will lead to the abandonment of general an- 
esthetics. Those who have employed local anes- 
thesia for major operations upon patients reduced 
by disease have become convinced that under cer- 
tain conditions, at least, general narcosis directly 
jeopardizes the life of the patient by lessening his 
resistance to the disease, in ways, too, perhaps at 
present unsuspected. This applies particularly to 
a large number of palliative operations which will 


be considered seriatim in another place. 

The advantages of local anesthesia may be ar- 
ranged for convenience under several heads. 

1. Operations too trivial for general anesthesia. 

This class includes such procedures as the re- 
moval of foreign bodies, the excision of small tu- 
mors, the opening of superficial abscesses, etc., in 
which even in large hospitals the use of local an- 
esthesia is resorted to because it entails the least 
labor, or because it is clearly unjustifiable to sub- 
ject the patient to the unpleasant experience of a 
general anesthetic. In private practice the regard 
for the convenience of the patient is sufficient indi- 
cation for its use. 

2. Operations in which circumstances demand 
local anesthetics. 

Local anesthesia finds its largest field no doubt 
in the treatment of those conditions which are 
treated outside of hospitals, with little or no skilled 
help. It is to this class that local anesthesia has 
particularly appealed, for it is in these conditions 
that the practitioner is forced to operate without — 
general anesthesia or not at all. This includes oper- 
ations which an increasingly large number of gen- 
eral practitioners are capable of doing, who are, 
however, without hospital facilities and frequently 
without assistants. This includes such operations 
as the removal of benign tumors, operations about 
the extremities, the scrotum and anus. The large 
majority of these operations go by default, the 
patient preferring to bear his ills rather than seek 
a hospital for relief. It also includes operations 
of emergency. This list includes operations for 
strangulated hernia, tracheotomy, thoracentesis, 
and the opening of a large variety of abscesses. 

3. Acceding to the whims or apprehensions of 
the patient. 

Quite apart from the dangers is the unpleasant- 
ness of inhalation narcosis. The fear of the an- 
esthetic is not dependent upon ignorance of its 
safety. We* know a number of medical men who 
submit to the inconvenience of certain diseases, 
such as hemorrhoids or hernias, rather than take a 
general anesthetic for their cure. We have been 
interested to note the regularity with which physi- 


*I am indebted to Dr. Ford B. Rogers for a search of so 
of the literature consulted in the preparation of these articles po 
for sketches used as a basis for some of the drawings. 
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cians express a preference for local anesthesia 
when they themselves are forced to submit to op- 
erations, particularly if they have seen it success- 
fully employed upon their patients. 

4. Major operations in which local anesthesia 
is employed as the anesthetic of election. 

Some surgeons have employed local anesthesia 
for a great variety of operations in which the ma- 
jority of operators employ general anesthesia. 
Reclus, Halstead, Schleich, Matas, Cushing, Bo- 
dine and many others, the mere mention of whose 
names precludes the thought that the success of 
the operations under local anesthesia is otherwise 
than as represented, have done a large number of 
such operations under local anesthesia. The use 
of local anesthetics in this group of conditions we 
desire particularly to emphasize, because it does 
away with the chief danger attending the operation 
—narcosis. It includes conditions of magnitude 
done usually where there is no lack of facilities, 
conditions which demand more or less experience 
on the part of the operator and in which the whims 
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Fig. 1. 
or fears of the patient concerning general anes- 
thesia do not enter, and in which, also, there is no 
obvious direct contra-indication to general anes- 
thesia. In this list may be placed the removal of 
nearly all the extra-abdominal benign tumors, 
nearly all herniotomies, all operations about the scro- 
tum and anus, many operations upon the extremi- 
ties, etc. The reason for preference for local an- 
esthesia is the convenience and safety to the pa- 
tient. The convenience to the nursing staff of the 
hospital is great, there being no need of skilled 
attendance upon the patient while he is coming out 
from under the anesthetic. This is often a very 
great convenience in operating in private homes. 

5. Operations in which general anesthesia is 
contraindicated. 

In this class of operations the surgeon is in duty 
bound to spare the patient the additional burdens 
of a general anesthetic. In this list may be placed 
the operations of the preceding groups when some 
condition makes the use of a general anesthetic 
particularly dangerous. To this may be added 
exploratory operations for malignant disease 
where the probability is that the condition is too 
far advanced for radical operation, palliative op- 
erations for malignant disease (gastrostomy, gas- 
tro-enterastomy, colostomy, etc.), resection of ribs 
in emphysema where the heart action or respira- 


Syringe. 


tion is embarrassed, for the drainage of abdominal 
or other abscesses when the patient is septic, 
Cystotomies for prostatic obstruction may be added 
to this list. 


Reasons Wuy LocaL ANESTHESIA Is Not More 
GENERALLY EMPLOYED. 

The question forces itself for answer, if it pos- 
sess the advantages above quoted, why is not local 
anesthesia more generally employed? Failure to 
recognize the advantages of local anesthesia is not 
the cause; many surgeons have tried local anesthe- 
sia and have abandoned the use of it. That the 
technics must be learned is the real reason. An op- 
erator experienced with operating under general 
anesthesia may for that very reason fare badly 
with local anesthesia. Being accustomed to rapid 
operating without regard to painful regions he 
chafes under the definite restrictions placed by 
local anesthesia. That a more accurate conception 
of the finer steps of the operation is required when 
operating under local than when operating under 
general anesthesia, there can be no doubt. The 
anatomy of the part must be more minutely con- 
sulted and the manipulations must be carried out 
with greater gentleness. The failure to regard 
these points has caused many to abandon the use 
of local anesthetics after a perfunctory attempt at 
their use. The very gentleness enforced by local 
anesthesia, teaching as it does exactness in plan 
and manipulation, is of the greatest value in the 
training of the surgeon, for habits thus formed 
follow him when he operates under general anes- 
thesia. Such training, more than any other factor, 
will hasten the abandonment of huge clamps and 
other powerful instruments that have remained too 
long in the surgeon’s armamentarium, 


GENERAL PRINCIPLES OF LocaAL ANESTHESIA. 

The prime requisite in local anesthesia is a well 
made glass syringe. Syringes having pistons of 
any expanding material stick when they are too 
tight and leak when they become loose. A glass 
syringe works smoothly and never sticks, and it is 
easy to see when the syringe is filling properly and 
whether it is free from air. A glass syringe re- 
quires care. Each time after use it should be care- 
fuly washed and dried inside and out. When so 
cared for it causes no trouble. A clean sharp 
needle that enters the skin readily is necessary. 
When dull or rusty the initial prick is painful in 
proportion to the force required to cause it to en- 
ter the skin. The syringe should always be boiled 
before use. The piston being removed from the 
barrel before boiling, the two, together with the 
needle, are wrapped in a piece of gauze before 
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being placed in the sterilizer. The receptacle in 
which the solution is made should likewise be 
boiled. 
It is important in all operations under local 
anesthesia to remember which tissues are sensi- 
tive. This is to be gained by practical knowledge 
of neural anatomy. These points will be taken up 
under the specific operations. It is sufficient at 
this time to say that nerve trunks and surfaces, as 
the skin and mucous membranes, when acting as 


Fig, 2. Injecting Skin—Formation of Wheals. 


protective coverings, are sensitive, while susten- 
tacular tissue is not sensitive except, of course, 
when traversed by nerve trunks. As a broad gen- 
eral principle it may be stated that the skin or 
protective mucous membranes and the nerve trunks 
alone need to be anesthetized, while all other 
structures may be disregarded when operating un- 
der local anesthesia. 

The patient should be placed in a comfortable 
position and he may be allowed to watch the pre- 


Fig. 8. Cross Section of Skin Showing Position of Needle. 


parations for the operation. If everything about 
him is gone about in a manner expressing confi- 
dence he soon shares the general atmosphere. If 
he is restless and expresses fear of his ability to 
withstand the operation, or if the operation is to 
be one of magnitude, a preliminary dose of mor- 
phine may be given. This is called in our clinic 
“removing the hypertension from the apprehen- 
sion.” For this purpose the morphine should be 
given a half hour before the time of operation. 
The dose need not be large 4 to 1/6 grain is usual- 


ly sufficient. The beginner will do well to use the 
initial dose of morphine in all major operations. The 
expert will often omit it. If a contraindication to 
morphine exists is should not be used. When co- 
cain is used the morphine acts as a direct prophy- 
lactic against the toxic action of the anesthetic, and 
no matter which anesthetic is used it does much 
to deaden the pain produced by tugging on parts 
not anesthetized. 

When the injection of the anesthetic solution 
is to begin the operator should assume a position 
as comfortable as that he has given his patient. If 
the operation is such that the necessary manipula- 
tions can be carried out while sitting, this position 
may be assumed by the operator, since it is less 
fatiguing and it usually permits of more delicate 


Fig. 4. Showing Forceps Holding Nerve for Injection. 


and accurate manipulations. Before the initial in- 
jection is made the patient should be told that the 
first prick of the needle will cause about as much 
pain as the giving of an ordinary hypodermatic in- 
jection. This forewarning prepares him for the 
slight pain, while if not warned it may cause him 
to start. It is remarkable how much attention to 
this little detail does toward gaining the confidence 
of the patient and establishing his faith in the suc- 
cess of the procedure. 

Before the operation is begun the field should 
be tested in order to determine whether anesthesia 
is everywhere satisfactory. This precaution ap- 
plies to all regions and ail methods. If neglected, 
incision into a region not anesthetized may entirely 
destroy the confidence of the patient. 

Local anesthesia is accomplished by several 
methods. 1. The fluid may be injected into the 
sensitive area infiltrating the tissue about the nerve 
endings. This method depends upon placing the 
anesthetic substance in direct contact with the re- 
gion to be operated upon and upon that alone. This 
method may be called anesthesia by infiltration. 
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2. The method introduced by Schleich, in which 
not only those tissues to be directly attacked by the 
operation are anesthetized, but also those in the 
vicinity. Hence pressure upon the nerve twigs by 
tense infiltration of the tissue is believed to be 
quite as important as the direct action of the drug. 
A veritable edema of the tissue is produced and 
this method may with reason be referred to as 
anesthesia by edematization. 3. When a nerve 
trunk is infiltrated impulses arising in the periph- 
ery are stopped at that point. This method may 
very properly be called with Crile, anesthesia by 
nerve blocking. All of these methods have their 
use. Each gives good results under certain condi- 
tions and it is well to keep in mind the conditions 
to which each is particularly fitted. A combina- 
tion of two or all of these may be at times advan- 
tageously employed. 

1. Anesthesia by Infiltration. This method, while 
in part dependent on pressure with the tissues, has, 
perhaps, its chief action, a direct chemical effect 
upon the nerve endings. With quinine and the 
stronger cocain solutions this is, no doubt, the 
case, but pressure adds to the effect. The fluid 
should therefore be brought directly in contact 
with the nerve endings, namely the papillary layer 
of the derma. 

In beginning the injection, the skin is picked 
up between the thumb and forefinger of the leit 
hand and firm pressure is made until it is quite 
blanched (figure 2). In this way it is made less 
sensitive to the initial prick of the needle. The 
injection should be made intradermically so that 
the fluid as it escapes from the needle comes in 
contact with the papillary layer of the skin (figure 
3). If the needle passes deeper than this the fluid 
escapes into the loose subcutaneous cellular tissue 
and an edema is produced, but the skin is un- 
affected in color. As soon as the point of the nee- 
dle has entered the epidermis, slight pressure on 
the piston forces out the solution which, displacing 
the blood in the capillaries, causes a blanching of 
the skin. With the appearance of this blanching 
anesthesia has already taken place in the area thus 
affected. The needle should now be pushed for- 
ward to near the opposite border of the blanched 
area and the piston again pressed. A blanched 
area is produced extending for a distance 
in advance of the needle. When the needle no 
longer will reach the edge of the blanched area it is 
withdrawn and introduced again near this, and 
the injection is proceeded with as before. This is 
continued until the entire proposed line of incision 
has been infiltrated. As soon as it is finished the 
igcision is made. Care should be taken to note 
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the line of infiltration, for if properly done, the 
blanching has disappeared before the infiltration 
has all been made. If the operator doubts his 
ability to retain in his mind’s eye the line injected 
it may be marked by drawing tincture of iodine 
along the line of proposed incision before the in- 
jection is begun. This serves as a guide to the 
amount of anesthetized tissue when he comes to 
place his sutures. All skin and mucous surfaces 
may be anesthetized in this way. 

2. Edematization. The distension of the tissues 
with fluid was introduced by Schleich in order to 
secure anesthesia by solutions of cocain too weak 
to act by infiltration. The weak solutions were used 
because stronger ones were dangerous. The method 
was introduced, therefore, as a makeshift in order 
to overcome the dangers of the drug employed. 
The method is described under cocain anesthesia. 
Quinine is seldom used by this method since solu- 
tions of sufficient strength can be used to produce 
anesthesia by infiltration. 

3. Nerve blocking. Some operative fields are 
supplied by terminal nerve trunks. These regions 
may be effectually anesthetized by injections made 
directly into the nerve sheath. In this method, it is 
necessary to isolate the nerve trunk and to fix it 
carefully with the tissue forceps before attempting 
to thrust the needle into it. The forceps here illus- 
trated (figure 4), picks up the nerve with the great- 
est degree of gentleness. By grasping the nerve by 
the hollowed portion of the forceps, and by passing 
the needle within this grasp, the forceps forms a 
constriction above the needle; and the fluid injected 
distends the nerve sheath sausage-like and may be 
made to traverse some inches up the sheath. This 
done, the area supplied by the nerve may be op- 
erated upon without fear of producing pain. This 
is the ideal method of anesthetization when the 
trunk of the nerve supplying the entire region to be 
operated upon is accessible. It is the method em- 
ployed in major operations upon the extremities 
and, combined with skin infiltration, it constitutes 
the method introduced by Cushing for inguinal 
herniotomy. 

In regions where nerves too fine for identification 
enter in a relatively restricted space the bundles con- 
taining nerves and other tissue may be picked up 
between the thumb and forefinger of one hand while 
the needle is passed between them and the fluid is 
made to follow up the tissue (see operations on the 
scrotum). In this manner the area supplied by these 
small nerves may be effectually anesthetized, when 
the indentification of the individual twigs can not be 
made. This method may be designated perineural 
blocking. 
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The nerves accompanying vessels may sometimes 
be treated separately, but usually they can be effec- 
tually anesthetized only by producing an artificial 
edema before the skin is severed. Schleich recom- 
mends that such points be touched with 5 per cent. 
carbolic acid solution. Whether this had best be 
done or whether the patient should be allowed to 
bear the pain involved in cutting and tying these 
vessels depends upon the character of the operation, 
and therefore it will be considered under the special 


operations, (To be continued.) 


PRELIMINARY REPORT ON THE TREAT- 
MENT OF BLADDER TUMORS BY THE 
HIGH FREQUENCY CURRENT.* 


E. L. Keyes, Jr., M.D., 


Clinical Professor of Genito-Urinary Surgery, New York 
Polyclinic Medical School; Surgeon to St. Vin- 
cent’s Hospital, New York; Lecturer on Sur- 
gery, Cornell University Medical School. 


NEW YORK. 


Bladder papilloma cannot always be distin- 
guished with certainty from carcinoma either by 
the surgeon’s eye, or by frozen section at the 
time of operation, or even by subsequent, more 
deliberate pathological observation in the labora- 
tory. Sections taken from the base of the tumor 
may show simple papillomatous changes, and yet 
the tumor may recur, and the recurrence may 
take the form of carcinoma. Moreover, there is 
a distinct tendency for papillary tumors to mul- 
tiply in the bladder by contact. This we have 
known for years. Zuckerkandl, at the last Ger- 
man Urological Congress, even went so far as 
to state that there was evidence of implantation 
of these tumors down the urinary channel from 
the kidney pelvis, or ureter, into the bladder, in 
some cases of papilloma of the upper urinary 
tract. 

Of much more importance to the surgeon, how- 
ever, is the very distinct danger of tumor im- 
plantation during operation, either at the point 
of removal, or in the suprapubic wound itself. 
Indeed many believe that such implantations ac- 
count for a large proportion of the shockingly 
frequent recurrences of papilloma after supra- 
pubic excision, The frequency of such post- 
operative relapses has encouraged Nitze and his 
school in their efforts to perfect some intravesical 
operation for the removal of bladder tumors. 

The instruments employed in this operation 
nowadays are quite effective, when used by a 
skilled operator, but the inventor of each instru- 


* Read before the American Association of Genito-Urinary 
Surgeons, Washington, D. C., 


ment is usually the only man sufficiently skilled 
to manipulate it with success. The operative 
cystoscope is still in the state of the catheterizing 
cystoscope of ten years ago, when the reports of 
success almost equalled in number the actual 
performances, and the failures were not reported 
at all. Morever, so few are the successful oper- 
ators by the intravesical method that it is im- 
possible to check their results, and we do not 
know whether relapses after this method are 
more or less frequent than after the suprapubic 
operation. But this we do know, that intravesical 
operation in certain cases removes tumors quite 
as successfully as does suprapubic section, and 
this removal is apparently complete, for at least 
as far as the cases have been followed. 

Such an operation, which does not require 
general anesthesia, or surgical incision, and which 
may, therefore, be repeated with relatively slight 
inconvenience to the patient, is certainly superior 
to the more formidable surgical interventions of 
the past; and we may clearly foresee that just as 
cystoscopy has replaced operative exploration of 
the bladder, so operative cystoscopy will in a 
large measure replace the suprapubic route. But 
this will not occur until the armamentarium for 
this operation shall have been reduced to much 
simpler forms than at present employed. 

It is with this in view that I have presented a 
very simple apparatus for the intravesical treat- 
ment of bladder tumors. The idea of using this 
instrument for the destruction of neoplasms is by 
no means new. It has been employed for neo- 
plasms on the surface of the body to a consider- 
able extent and with success. Moreover, its use 
within the bladder was first suggested, so far as 
I know, by Dr. Edwin Beer,* of New York, who 
induced the Wappler brothers to make the cys- 
toscopic conducting wires, described below. 
These wires I obtained from the makers. Al- 
though it happens, I believe, that one of my cases 
was the first bladder growth ever treated by this 
method, My only claim to interest you is by 
stating the results I have obtained. Finally, I 
recognize that this report is only preliminary. 
Sufficient time has not elapsed to prove the re- 
sults permanent. 

The apparatus consists of a small insulated 
cable about the size of a No. 6 ureter catheter, 
and, therefore, fitted for employment through any 
modern catheterizing cystoscope. This wire is 
attached to a high frequency current apparatus, 
introduced into the bladder through the cysto- 


[* See Beer, Journal of the American Medical Association, May 
28, 1910.—Editor.] 
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scope and manipulated therein after the manner 
of the ureter catheter. 

Dr. Beer has employed the Oudin, or single- 
pole high frequency current, but this current 
short circuited through my cystoscope. I, there- 
fore, used the D’Arsonval or double-pole current. 
At first I placed only one pole in the bladder, 
leaving the other pole in the patient’s hand, and 
in this manner was treated the only case I have 
to report in full now. But latterly I have placed 
both poles in the bladder, tying the ends together, 
and using them as a double ureter catheter. It is, 
of course, not necessary to tie the ends together, 
but as this gives a relatively fixed spark gap, it 
seemed better to do so.* 

It is very difficult to measure the electrical 
strength of this high frequency current. I can 
only state that if but one pole is used in the 
bladder, a vastly stronger current is required 
than one could stand upon one’s skin in the open 


means necessary for the burning effect of the 
current. Anyone will realize this if he places 
these wires under water and runs the current over 
his own finger. The wires must be in absolute 
contact with the tumor; one gets as near the base 
of the tumor as practicable, plunges the wires in, 
and then turns on the current. 

The duration of the burning varies with each 
case. Beer, operating upon a very large papil- 
loma, was able on several occasions to continue 
his burning for thirty seconds without causing 
any appreciable pain. I have not had the oppor- 
tunity of attacking so large a growth, but find 
that the nearer one comes to the bladder wall the 
more sensitive these growths are. I requested the 
patient to stand the burning as long as possible, 
and to cry out as soon as the pain becomes 
sharp. By immediately stopping the current as 
soon as the outcry is made, one gains the pa- 
tient’s confidence, his nervousness vanishes, and 
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Fig. 1. 75 Days after Suprapubic Excision (October 2, 1909.) 


air. If both poles are in the bladder and the gap 
is short a current approximately the same as 
would be required to burn the unwetted skin is 
quite sufficient for the bladder. The bladder is, 
of course, far less sensitive to electrical contact 
than is the skin. 

Those who are familiar with what has been 
done by so-called “fulguration” of tumors else- 
where in the body will remember that a certain 
specific and selective action is claimed for this 
peculiar form of electricity. I am not competent 
to enter into any theorizing upon this subject, but 
can only say that the electricity apparently acts 
simply as a very convenient form of cauteriza- 
tion. One sometimes sees sparks and bubbles in 
the bladder when the current is first applied, but 
the wires soon clog with tumor tissue, and there- 
after the sparks are not seen; but a spark is by no 

* Since writing this, I have succeeded in utilizing the Oudin 


current satisfactorily. This obviates the inconvenience of the two 
poles in the bladder. 


Fig. 2. 25 Days Later, after Third Treatment (October 27, 1909.) 


he permits longer and longer burnings. By the 
time one has made ten or twenty burns the fluid 
in the bladder is usually pretty well clouded, and 
the patient quite satisfied to close the proceed- 
ings for that sitting. The average duration oi 
burns has been five to ten seconds. 

I have experimented with this current in five 
cases. One I shall report in full. 

Cases II and III were infiltrating carcinomata 
covering large areas of the bladder. One of them 
originated from the intestine, the other was adherent 
to the rectum. Both were obviously inoperable, and 
were treated simply for the purpose of determining 
the practical points in the use of the current, de- 
tailed above. One could observe changes in the 
growth as the result of the burning, but no definite 
good resulted. 

Case IV was a recurrence of carcinoma of the 
bladder after suprapubic section. This patient has 
been burned by the single pole three times, and by 
the double pole once. The tumor has been thus de- 
stroyed ; but the case has not progressed sufficiently 
far to be reportable in full. 

Case V is that of a patient with multiple papillo- 
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mata, whom Dr. Sinclair brought to my office and 
treated with my instrument, under my guidance. 
Two burnings have been done. The first resulted 
in the destruction of about one-third of the largest 
growth, 

Case I—Mr. H. M., 44 years of age. Married. 
Was referred to me December 6, 1909, with the fol- 
lowing history: 

In May, 1908, he had a severe cold terminating in 
a spontaneous and painless hematuria, which lasted 
a few days. This hematuria returned, spontaneous, 
painless and profuse, seven or eight times between 
May, 1908, and July, 1909. He has passed no stone 
and had no pain whatever. 

I promptly cystoscoped and found a large villous 
tumor growing from the right side of the bladder. 
The growth was so large that I could not see its 
pedicle. 

July 17th, I removed this tumor by the suprapubic 
route. It proved to be a villous growth about 3 cm. 
in diameter as nearly as could be estimated, and 
grew from a very small pedicle about 2 cm. back 
of the right ureteral orifice. The base did not ap- 
pear to be infiltrated, and I excised it by an elliptical 


papillae I believe were due to the resorcin wash the 
patient was using. On this occasion I did not burn 
the tumor, but ten days later cystoscoped again to 
find the condition the same, except that a few white 
papillae were now showing on the surrounding 
edematous folds. 

Using the D’Arsonval current I burned the cen- 
tral mass thirty times, the duration of each burn 
being about half a second. I also burned the indi- 
vidual outlying spots twenty times. The efficiency 
of the burn was evidenced by the bubbles that ap- 
peared at the point of contact, and which flowed up 
through the field of vision, carrying with them mi- 
nute papillary flakes. 

October 15th I cystoscoped again, found that the 
central scar contained fewer white papillae, and 
burned again thirty times. Five days later I cysto- 
scoped again. Though there were less whitish papil- 
lae, the edematous condition of the mucosa had 
spread alarmingly toward the ureter. I burned 
twenty times, using intervals of about one second. 
Seven days later I again cystoscoped, finding the 
edema worse than ever, the ureter quite surrounded 
by it; but the papillary spots were pretty well gone, 


Fig. 3. 10 Days Later (November 1, 1909.) 


incision, including the mucous membrane and sub- 
mucosa for about 2 cm. around the base. 

The pathologist reported: “The tumor is a pure 
papilloma, but the inch of apparently normal mu- 
cosa surrounding the base of the tumor shows papil- 
omatous changes to its edge.” 

Convalescence was uneventful. From the patho- 
logical report, however, I realized that there would 
almost inevitably be a recurrence, and accordingly 
I inquired of Mr. R. Wappler whether he could 
make me a cautery for the purpose of burning off 
the growth that I felt sure would be present the next 
time I cystoscoped the patient. He persuaded me to 
try the high frequency current instead of the gal- 
vano-cautery. 

On September 22nd, two months and four days 
after the operation, I cystoscoped the patient for the 
first time and found a condition such as is shown in 
figure 1. The scar was covered with a whitish 
looking material suggesting adherent granular phos- 
phates, and around it great fingers of edematous 
mucosa. I introduced the ureter catheter as a probe, 
and to my surprise the tip of the catheter ran into 
this substance and showed that it was formed of 
very minute papilli, white on the tip and bleeding 
at the touch of catheter. The whitened tips to those 


Fig. 4. Four Weeks Later, -— ~~ More Burn (December 3, 


being replaced by small sloughing spots showing 
where the burning had occurred (figure 2). On this 
occasion I tried the Oudin current, but burned out 
the lamp of my cystoscope. By this time the pa- 
tient’s bladder was pretty sore and, therefore, I 
made the next interval ten days, that, is seventeen 
days from the last burning. On this occasion (No- 
vember 6th) the whole picture was changed. The 
edema was greatly reduced. Evidence of the burn 
had entirely disappeared and there remained only 
a few papules as shown in figure 3. I burned these 
about twenty times in periods of one second each. 
Four weeks later (December 3) the picture was 
that shown in figure 4, all healed and very few 
whitish spots. 

I have cystoscoped the patient once a month 
since then, and the condition remains the same, ex- 
cept that at the last cystoscopy, March 12, 1910, 
there was a minute ulceration in the scar, from 
which I thought I saw a small papillary filament 
projecting. I did not burn this, as I wished to let 
it grow larger before touching it, in order to be 
sure what it was. The remaining whitish spots 
are apparently puckerings in the scar and not neo- 
plastic papillae. 

109 East 34TH STREET. 
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I. Conrusion oF DiaGNnosis witH APPENDICITIS. 
a.—Ureterolithiasis Simulating Appendicitis. 
Lesions of the right urinary tract, and especially 

stone in the ureter, not rarely cause attacks closely 
resembling those of appendicitis. The appendix 
being uppermost in the physician’s mind when 
pain is referred to the right iliac fossa, an in- 
correct diagnosis is sometimes made if he is not 
thorough in his examination. Following is a typi- 
cal instance: 

Case I. Mrs. E. H., aged 45, very hypochon- 
driacal, had during 1906 and 1907 repeated attacks 
of pain in her right side, radiating towards the 
vulva and the thigh. No attacks for the past two 
years. For several years she had complained of 
“indigestion.” Since August, 1909, she had been 
under treatment for stomach and bowel symptoms 
(largely imaginary), and she had remained in bed 
most of the time for the past nine months. She 
had never vomited. 

On Jlarch 27, 1910, she was seized at night with 
an attack of pain which she referred precisely to 
McBurney’s point. Her temperature was I01°; 
pulse go. Blood examination showed moderate 
leucocytosis. The attending physician, and a prom- 
inent internist who also saw the attack, diagnosed 
appendicitis. The patient was then referred to me, 
before the attack had subsided. 

The absence of tenderness and of rigidity in the 
right iliac fossa, the radiation of the pain into the 
buttock and upper thigh, and slight enlargement, 
and tenderness, of the right kidney, pressure ‘on 
which reproduced the pain, satisfied me that the 
trouble was in the urinary tract and not in the ap- 
pendix; and I advised against operation at that 
time. I was confirmed in my opinion by finding the 
urine the next day loaded with pus. The pyuria 
proved to be constant. Numerous erythrocytes 
were also found in the urine. The patient’s diges- 
tion was excellent and her general condition equally 
good, but she was too confirmed in her hypochon- 
driasis to be persuaded to leave her bed for 2-ray 
or cystoscopic examination. 

On April 20, ror0, she had a milder but other- 
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wise identical attack, the first urine passed 
after which was free from pus. This phenomenon 
pointed strongly to a temporarily obstructing cal- 
culus, probably in the ureter. I was finally suc- 
cessful in my pleadings that the patient submit to 
further examinations. On April 26th, a skiagraph™ 
(figure 1) showed the shadow of a large ureteral 
calculus overlying the right lateral process of the 
4th lumbar vertebra. 

April 27th, cystoscopy: showed a normal blad- 
der. The ureter catheter was passed 5 cm. into 
the leit ureter, and a free flow of clear urine was 
obtained,—chemically and microscopically normal, 
urea 2.5%. On the right side my catheter (wax- 
tipped) was obstructed 20 cm. above the bladder. 
In a half hour not a drop of fluid escaped from 
that side. When an assistant then “massaged” the 
right kidney and ureter I secured a few drops of 
very pale fluid (urea 0.3%) loaded with pus cells. 
The wax on the catheter was found much scratched. 

May th, Operation. Right lumbar ureterolithot- 
omy. With the patient in the lateral-prone posi- 
tion an oblique posterior lumbar incision was made 
(vide infra-I\V). The stone was readily felt lying 
on the psoas in front of the lateral process of the 
fourth lumbar vertebra. Without stripping up the 
ureter two guy sutures were inserted and then, 
after packing around with gauze, a small incision 
was made between them, through which the stone 
was readily extracted. As sketched in figure 1, it 
was Indian-arrowhead in shape, 2 cm. Iong by 1 
cm. wide, rough in surface, and of mixed charac- 
ter (largely phosphatic). The free flow of urine 
from the ureter ceased when ureterorrhaphy was 
completed. This consisted of three deep sutures of 
No. O, 10-day chromicized gut passed through the 


-muscularis, and a second layer of plain catgut 


stitches folding adventitia and peritoneum over the 
ureter. A small cigarette drain was led out 
through the lower angle of the wound, which was 
closed in layers by chromic catgut. There was no 
leakage of urine whatever. Drain removed on the 
fourth day. Uneventful recovery. 


b.—Appendicitis with hematuria, simulating 
renal or ureteral lithiasis. 

Quite perplexing are cases in which attacks of 
appendicitis, not outspoken in character, are ac- 
companied by urinary symptoms (dysuria, fre- 
quent micturition) or urinary signs (albumin, 
casts, blood cells). Such cases have been re- 
corded by various authors and they probably 
have been met by most surgeons of large expe- 
rience. 

Still more apt to deceive are those cases in 
which attacks of appendicitis are marked by dis- 
tinct hematuria. Instances have been reported 
by Hildebrandt!’ Hunner,? Seelig? and Kret- 
schmer.* 

Case II]—Mrs. H. L., aged 30, came under my 


*The skiagraphs and photograph in_this article were made for 
me by Dr. L. Jaches, radiographist, Mt. Sinai Hospital, and his 
assistant, Mr. James Harney. 
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observation on September 5, 1905, with the history 
that for several years she had had, at irregular in- 
tervals, attacks of epigastric pain, occasionally with 
vomiting. Never hematemesis, jaundice nor diar- 
rhea. The urine had not been examined until two 
weeks before when, after an attack, it contained 
blood. General condition, excellent. Physical ex- 
amination—negative in all respects. Urine con- 
tained album‘n, casts, leucocytes and a few erythro- 
cytes. September 6th—Cystoscopy-negative (ure- 
ters not catheterized). Catheterized urine contains 
no tubercle bacilli. 

September 2o0th—Severe attack of epigastric 
pain. No tenderness or rigidity in any part of ab- 
domen. Some hyperesthesia in right kidney Head 


Fig. 1.-—Case I. 


zone. Temperature 100°. September 21st—Urine 
contains many red blood cells and casts. Septem- 
ber 25th—Urine contains albumin casts and leu- 
cocytes ; no erythrocytes; no tubercle bacilli. Radio- 
graphs by Dr. Eugene Caldwell—no calculus 
shown. 

December—Has had two more mild attacks of 
pain, each followed by transitory moderate hema- 
turia. Pains generalized over abdomen, but most 
marked in epigastric and right lumbar regions. 
Temperature during these attacks subfebrile. 

January 3 and 4, 1906. Attack of very severe 
pain radiating from right loin to bladder. Gen- 
eral abdominal tenderness. Tenderness in right 
loin. Iliac regions equally tender on left and right 
sides. Urine very bloody. Highest temperature 
104.4°; pulse 132. Neither in this attack, which 


was typical of a renal colic, nor in the others, had 
there been any local signs indicative of appendi- 
citis. 

The patient had refused to submit to ureter cath- 
eterization or to exploratory operation. Soon 
after the last-described attack she passed out of my 
hands. A few months later, during which time 
she had further attacks, she was operated upon by 
another surgeon, who removed a gangrenous ap- 
pendix, extending upward along the colon, and 
drained an intraperitoneal abscess filling the colonic 
gutter. The patient’s husband recently told me 
that in the four years since her operation she has 
had no recurrence of pain or bloody urine. 

That acute attacks of appendicitis may be ac- 


Skiagraph of Ureter Calculus Causing Attacks simulating Appendicitis. 


companied by acute nephritis—a complication 
which Dieulafoy® described as appendicular toxic 
nephritis—has been repeatedly observed. I have 
elsewhere reported ® a case of ulcerative typhlitis 
and appendicitis in which, with each exacerba- 
tion of symptoms, the urine was loaded with al- 
bumin, casts and blood cells. Some of the re- 
corded cases of appendicitis with hematuria, 
including the one above cited, no doubt belong 
to this group of acute toxic nephritides. Hema- 
turia, too, may accompany appendicitis when the 
inflammatory process directly invades the kid- 
ney (Seelig, case 2), or the bladder. But in 
addition to these types, the reports of careful 
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observers indicate that hematuria in appendicitis 
may also arise (directly or indirectly) from a 
mechanical cause, viz.: adhesions binding down 
the appendix over the ureter. 

Hunner? records the following case: 


For ten years a woman had attacks of pain in right 
kidney and bladder regions, with throbbing in rectum, 
and pus and blood in urine. X-ray and wax-tipped 
catheter tests—negative. Operation: Right kidney split; 
it showed only scars in cortex; section from here revealed 
areas of glomerulo-nephritis. Ureter explored from end 
to end—negative. Peritoneum opened—right ovary and 
inflamed appendix found densely adherent over ureter. 


Brown, Engelbach and Carman’ cite the two fol- 


lowing cases: 

Adult male; several attacks of appendicitis; X-ray 
_ shadowed in region of right ureter; erythrocytes and leuco- 
cytes in urine. “At operation the appendix was found 
adherent to the ureter on the right side and well over the 
pelvic brim.” 

Adult male; five attacks; in all but the first two, ery- 
throcytes in the urine; skiagraph showed shadow low 
down in region of right ureter; second skiagraph showed 
it separated from styletted catheter in ureter. Appendix 
found inflamed at its base and retrocecal. Since the appen- 
dicectomy seven months ago, no return of symptoms or 
abnormal findings in the urine. 


Kretschmer has just recorded this instance: 


Adult male; three attacks of pain in right side, with 
rigidity and tenderness near McBurney’s point and under 
the last rib. In second attack, pain radiated from right 
kidney to bladder regions. Second and third ‘attacks 
marked by frequent, painful micturition and erythrocytes 
in urine. Urinary symptoms persisted after attacks. X-ray 
pictures with shadowgraph catheters in ureters—negative. 
“At the operation a retrocecal appendix was found bound 
down to the ureter by many adhesions.” Free from symp- 
toms since operation. 


The most unique case which I have encoun- 
tered in a not complete search of the literature 
is one of the three reported by Seelig: 


Adult female; healed tuberculosis of right apex; for 
four months frequent, painful urination and repeated at- 
tacks of severe pain radiating from right loin towards 
bladder, with marked hematuria. No tubercle bacilli in 
urine. Five skiagrams each showed clear-cut shadow in 
path of intrapelvic portion of right ureter. Cystoscopy: 
bladder normal; left ureter freely entered; right ureter 
blocked about two inches above the bladder; “Even a 
stylet-armed catheter could not be forced by the obstruc- 
tion.” Severe pain after this attempt confirmed the diag- 
nosis of ureteral calculus. Operation: Ureter exposed by 
extraperitoneal route from kidney to bladder. No stone 
found. At site where X-ray showed the shadow “ureter 
was kinked as if pulled upward and inward,” and a 
hard nodule was felt resting on ureter here. Peritoneum 
opened; appendix (containing a few drops of pus and a 
stony hard concretion, formed about a small seed) found 
adherent to ureter; appendicectomy. No recurrence of 
symptoms. 

Partial obstruction to the passage of a ureter 
catheter is also recorded by Hunner’: 

Chronic obliterative appendicitis with recent right tubal 
pregnancy; erythro- and leucocytes in urine; right ureter 
catheter pushed beyond an obstruction at brim of pelvis. 
wax tip not scratched. Appendix and tubal sac adherent 
to posterior parietal peritoneum over ureter, 


In three of the above cases of appendicitis, 
radiographs revealed a shadow in the path of 
the right ureter. In cases of supposed ureteral 
calculus if the X-ray shadow is of such shape and 


position that it might be due to a concretion in 
the appendix, differentiation should be established 
by radiography (preferably stereoscopic) with a 


Fig. 2.—Case III. Skiagraph of Renal Caleuli Producing only 


Vague Pain. 


wax-tipped shadowgraph or styletted catheter in 
the right ureta (vide infra., Case V). To be 
sure, the catheter shadow may appear separated 
from that of the stone if the calculus is lodged 
in a ureteral pouch, or a calculus in the appendix 
may lie so close to the ureter that stereoscopic 
radiograms may not clearly demonstrate the true 
condition—but these are rare circumstances. 
Stereoscopic radiograms exposed with a steel 
sound inserted in the rectum in such a manner 
that it occupies the plane of the ureters, as sug- 
gested by Brown, Engelbach and Carman, might 
be resorted to when cystoscopy is for any reason 
ineligible. 

In any patient with the combination of symp- 
toms presenting in Seelig’s third case, viz.: at- 
tacks typical of right-sided renal colic, hematuria, 
frequent urination, distinct shadow in the path 
of the right ureter, and obstruction to the catheter 
at that point (stereoscopic radiographs in his 
cases would scarcely have satisfactorily estab- 
lished the truth), one would justifiably diagnose 
ureter calculus; and the treatment should be that 
adopted by Seelig, viz.: to explore the ureter and, 
if no stone be found there, to open the peritoneum 
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and examine the appendix—a procedure that pre- 
sents no difficulties. 


II. Lirurasis SCANT AND VAGUE Symptoms. 
a.—Renal Calculi. 

Case III. L. L., aged 17, was referred to me by 
Dr. A. S. Bienenstock in July, 1909. For a few 
weeks he had frequently, and at irregular times, a 
dull pain which he referred vaguely to the left 
hypochondriac region. The pain bore no relation 
in time to any of the abdominal functions, but the 
boy thought it was sometimes worse after exertion. 
No other symptoms of any kind. Physical exami- 
nation in all respects negative. Chemical examina- 


is of interest because it emphasizes both the 
diagnostic significance of a few erythrocytes in 
the urine and the importance of examining the 
centrifugalized urine for red blood cells in cases 
of abdominal pain of obscure origin. 

b.—Prostatic Calculi. 


Case IV. Mr. C., aged 61, was referred to me 
by Dr. Herbert Celler on June 2, 1910. For sev- 
eral weeks he had felt pain in the urethra near the 
glans penis, as the bladder became full. No dis- 
comfort or difficulty in micturition, hematuria, or 
other symptoms. Urinates every couple of hours, 
but not at all during the night. The pain subsides 


Fig. 3.—Case IV. Skiagraph of Prostatic Calculi with Meager Symptoms. 


tion of the urine (albumin, sugar, indican)—nega- 
tive. 

The pain persisting, the patient was again sent 
to me a month later. Physical examination again 
gave no clue to the diagnosis. I then examined the 
centrifugalized urine for red blood cells, and found 
a few. This suggested the desirability of a radio- 
graph, which revealed the presence of four small 
calculi, widely separated in the parenchyma of the 
left kidney (figure 2). 

The patient was then admitted to Dr. Lilienthal’s 
service at Mount Sinai Hospital (2d Surgical Di- 
vision), where, after determining by cystoscopy 
that there were two functionating kidneys, on Au- 
gust 27, 1909, I removed, by lumbar nephrotomy, 
four small, smooth, hard, polyhedral calculi dis- 
cretely located in the left kidney cortex. No recur- 
rence of pain since operation. 


Aside from the youth of this patient, the case 


as soon as the bladder is emptied. Had several 
attacks of urethral infection in youth. Previous 
history otherwise negative; general condition, excel- 
lent. 

The urine contained a faint trace of albumin and 
a few pus cells; no red blood cells. In the absence 
of any urethral discharge, thickening or tenderness, 
the location of the pain suggested that it arose from 
some disturbance in the bladder or prostate, not un- 
likely a stone. 

Per rectum the prostate was found small, mod- 
erately soft. On passing a urethral sound there 
could be felt and heard from time to time calculous 
crepitation at or within the neck of the bladder. 
Both when the bladder was empty and when it was 
full, only surface contact with the stone could be 
felt—no “clicking.” This suggested that the cal- 
culus might be either in a vesical diverticulum, or 
lodged behind a perhaps enlarged middle lobe of 
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the prostate, or in the prostate itself. A radiograplv 
(figure 3) with bladder distended, and the patient 
flat on his back, showed the shadow of a calculous 
mass about 3cm. x 2cm. A second exposure, made 
with the buttocks elevated, showed no shifting of 
the relative positions of this shadow and the blad- 
der outline, which strengthened the suspicion that 
the stone was incarcerated. The urethra being 
rather narrow, and suprapubic cystotomy having 
been determined upon, preliminary cystoscopy was 
deemed both inadvisable and unnecessary. 

June oth, Under narcosis by nitrous oxide, oxygen 
and ether, administered by Dr. Wm. Branower, the 
bladder was opened suprapubically. It was found 
free of stone, and with no prostatic enlargement. A 
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III. UrereraL CatcuLus CoMPLicaTING PRos- 
HyPERTROPHY ; ACUTE PROSTATIC 
OBSTRUCTION. 

Case V. Mr. K., aged 55, on April 29, 1909, was 
seized during the night with severe pain radiating 
from the right lumbar region to the umbilicus. Tem- 
perature 100°; pulse 88. No tenderness, rigidity 
or zone of hyperesthesia. April 30th. Much difh- 
culty in urination followed; prostate was found 
moderately enlarged, per rectum. The patient had 
noticed frequent urination and some difficulty in 
starting the stream for a year or more. Urine con- 
tained a trace of albumin, numerous red blood cells, 
no bile, no sugar. 

May 2nd. Pain at intervals has continued. There 


Fig. 4.—Case V. Skiagraph of Ureteral 


sound passed through the urethra revealed the 
presence of the calculus just beyond the neck of the 
bladder. I dilated the internal meatus with the 
tip of the forefinger sufficiently to feel the project- 
ing nose of the stone. Then, tearing through the 
floor of the bladder over the prostate, I removed 
numerous small calculi and calculous masses occu- 
pying the greater part of the middle prostatic lobe. 
The remnant of this lobe and, to prevent a recur- 
rence of the trouble, the rather small lateral lobes 
of the gland were then enucleated. 

A mild post-operative: pneumonia and consider- 
able local distress (spasms) disturbed the first week 
of — which is now proceeding nor- 
mally. 


Calculus Complicating Prostatic Hypertrophy. 


is a spot of tenderness just above McBurney’s 
point. Polyuria (110 ounces daily). Has had to 
be catheterized twice. Radiograph shows the 
shadow of a split-pea-sized calculus just beyond the 
tip of the right lateral process of the 4th lumbar 
vertebra (figure 4). 

May 3rd. In spite of the prostatic enlargement, it 
was determined to exclude the possibility of the cal- 
culus being in the appendix, by ureter catheteriza- 
tion. Cystoscopy: Prostate much enlarged. Blad- 
der trabeculated. Right ureter orifice hyperemic. I 
passed a catheter easily into the left ureter, but 
on the right side a styletted catheter was obstructed 
about 19 cm. above the bladder. (The catheter 
slipped out of the ureter in transit to the «-ray 
room. ) 
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May rath, The cystoscopy determined an acute 
prostatic obstruction, and the patient has had to be 
catheterized regularly, sometimes not without diffi- 
culty. Polyuria continues. No cystitis. Urea 
1.7% ; no casts; no sugar. A few mild attacks of 
pain in the right side in the past week. Suprapubic 
cystotomy under local anesthesia. Bladder thick. 
Midlobe of prostate found very large, and a small 
fibroma projected from it. 

It was planned to wait a week after the cystotomy 
in the hope that the relief of back-pressure might 
encourage the passage of the small calculus. If 
this did not take place I intended to perform extra- 
peritoneal ureterotomy and, later, prostatectomy. 
On May 10th a skiagraph (figure 5) showed the 


was then enucleated in three large, dense masses. 

The patient made a quick recovery. Upon return 
from the country in September, he was urinating 
at normal intervals only and with no difficulty; 
there was no “residual”; the urine was free from 
shreds and albumin; potentia coeundi preserved. | 
The stone no doubt escaped in the dressings. There 
has been no recurrence of pain thus far. The pa- 
tient refuses another x-ray examination. 


IV. PostertA LumBar INCISION FOR URETEROLI- 
THOTOMY ABOVE THE PELvic Brim. 

In Case I, here reported, a 4%-inch posterior 

lumbar incision was made, beginning above about 

two inches from the spinous processes, between 


Fig. 5.—Case V. 
totomy. 
often seen in radiographs of the pelvis. 
and to the level of the calculus, 


calculus descended to just above the ureteral mea- 
tus. 

May 22d. Transvesical ureterotomy and pros- 
tatectomy. With much difficulty the right ureter 
orifice was found in the collapsed bladder. With a 
probe I could feel the stone, about 2 cm. above the 
meatus. The ureteral orifice was then enlarged by 
an incision about 1 cm. long, and attempts were 
made to seize the calculus with forceps. With each 
effort it slipped away. Attempts to milk out the 
stone between the forefingers, respectively in the 
bladder and in the rectum, were also unsuccessful. 
Satisfied that the very small and freely moving cal- 
culus would escape through the enlarged orifice, I 
abandoned the efforts to extract it. The prostate 


Skiagraph showing descent of ureteral calculus after suprapubic cys- 
The two small shadows on the opposite side, marked by a circle, are phleboliths (7), 
Note their position relatively to the spine of the ischium 


the first and second lumbar vertebrae, and ex- 
tending downward and outward to a little above 
the crest of the ilium about midway between the 
spine and the anterior superior spine of the ilium 
(figures 6 and 7). The latissimus dorsi, and the 
lumbar aponeurosis over the outer border of the 
quadratus lumborum, were divided. No other 
muscular structures were cut. The ilio-hypogas- 
tric nerve was exposed and drawn aside with the 
back muscles. The peritoneum fell forward with- 
out stripping it up, and the ureter was exposed 
with great ease. 

The text-books describe for ureterotomy an 
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oblique “lumbo-abdominal” or “lumbo-ilio-in- 
guinal” incision beginning just below the twelfth 
rib posteriorly and sweeping outward, either 
almost parallel to the rib, or more obliquely 
downward and forward to just above the anterior 
superior iliac spine and then, if necessary, con- 


Fig. 6.—Case I. Posterior Lumbar Incision for Ureterotomy above 
e Pelvic Brim. 


tinued forward above Poupart’s ligament (figure 
7,.@). Henry Morris and Albarran describe this 
incision in their works. Bergmann’s incision is 
similar, but even more lateral at its upper end, 
and Israel’s incision, somewhat different, is 
also along the lateral border of the trunk. By 
the lumbo-ilio-inguinal incision, to be sure, one 
may lay bare the entire length of the ureter, but 
the abdominal muscles must be divided, the peri- 


‘Wy, 


The usually described (lumbo-ilio-inguinal) incision 
b. Posterior lumbar incision. u. Ureter. 


Fig. 7. a. 
for 
Note how much nearer u is to 6 than to a. 


toneum must be peeled forward and the ureter 
must be dealt with at considerable depth from the 
external wound. 

The posterior lumbar incision, variously placed, 
is often employed for attack upon the kidney, 
and no doubt many surgeons have used it for 
reaching the upper portion of the ureter, but it 


has not been accorded in the text-books the con- 
sideration it deserves in ureterotomy. This note 
is written, therefore, to call attention to the pos- 
terior lumbar incision as the shortest and easiest 
route to the ureter above the brim of the pelvis. 
For attack on the pelvic portion of the ure- 
ter or for exploration of its length, the 
lateral incision is to be chosen, as it is, 
also, in obese subjects. If mecessary, how- 
ever, the posterior lumbar incision can be 
carried outward along the ilium, much as in the 
fashion of the angular incisions of Guyon and of 
Konig for exposure of the kidney. 

30 WEsT 92p* STREET. 
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dicitis. 
SURGERY OF POSTERIOR URETHRAL 
AND PROSTATIC ABSCESS AND 
THEIR RESULTING 
FISTULAE.* 
BENJAMIN MERRILL Ricketts, M.D., LL.D., 


CINCINNATI. 


Posterior Urethral and Prostatic Abscess and 
Their Consequent Fistulae or Sinuses are so fre- 
quent and many times so complicated, that a re- 
view of the more modern methods of dealing with 
them may not be amiss. It is the method of drain- 
ing such abscesses and closing their fistulae, espe- 
cially when complicated, which present the most 
interesting features for surgical attention. 

There has been no form of pelvic abscess more 
annoying to the patient and perplexing to the sur- 
geon than these, and one dare say none more dis- 
astrous in their consequences when complicated 

*Read before the North Central Section of the American Uro- 


logical Association with the Chicago Urological Society. Chicago. 
March 24, 1910. 
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with any one or more of the conditions herein 
mentioned,—the two most common and difficult to 
overcome being those associated with the alimen- 
tary tract and with the osseous structures of the 
pelvis, respectively. 

The Incision to drain an abscess cavity in this 
locality should be made with reference to drain- 
age by gravity and after-care, especially if a fis- 
tula should result. The practice of opening any 
prostatic or perineal abscess per rectum may be 
questioned, for this reason and because of the pos- 
sibility and frequent injury to the seminal ducts. 
An incision per rectum for the evacuation of an 
intra- or peri-prostatic abscess should be made in 
the median line (between the two ducts) and 
about two inches from the ano-rectal margin. The 
second objection is the very great difficulty in ap- 
plying the after-treatment, especially with the 
presence of a seminal fistula. 

The Causes of Abscess are primary and second- 
ary, direct or indirect. 

Primary when the infection originates within the 
prostatic capsule. 

Secondary when the infection extends into the 
capsule from without, as from gonorrhea, or 
stricture. 

Direct when neoplasms, cysts, concretions or 
tuberculosis within the capsule or traumatized pros- 
tatic tissue become infected. 

Indirect when infection results from diabetes 
or metastases, 


Rupture or stricture is the most common cause 
of urinary abscess. Pus in the anterior perineal 
region is due to rupture in front of the triangular 
ligament. Deep urethral abscess simulates prostatic 
abscess. Rarely does this form make its exit into 
the urethra. 

Urethral abscess is quite common—due to dis- 
ease, injury or stricture, the latter being most fre- 
quent. Rupture into the urethra is most common, 
but it is not uncommon for them to rupture through 
the overlying cutaneous structures. 

Peri-Urethral Abscess is due to infection from 
the urethra through an opening in the canal result- 
ing from disease or injury, or through the lym- 
phatics or veins. It may be due, however, to infec- 
tion carried by the veins or lymphatics from 
pathologic lesions within or about the rectum. 

Intra-Prostatic Abscess may be single or multiple, 
large or small, and it may originate in any portion 
of the gland. It may remain for some time as 
such, but will in due course of time make its es- 
cape into the bladder, rectum, urethra, perineal 
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structures, or into the peritoneal cavity, one such 
case having occurred with a tuberculous abscess. 

The infection may be carried to the cellular tis- 
sue between the prostate and rectum or the deep 
perineal cellular spaces through the lympatics; or 
there may be infection of the prostatic plexus, with- 
out in any way involving the prostate. The escape 
of the pus is usually into the rectum or bladder, but 
sometimes through the perineum and less frequent- 
ly into the urethra, and occasionally into the peri- 
toneal cavity. 

The Wall of the Bladder is seldom the seat of an 
abscess, although such a condition has been known 
to exist. Rupture of such an abscess cavity most 
frequently results in discharging its. contents into 
the bladder, but it may be into the prostate, perineal 
structures, the perineal cavity or through the 
prostate-perineal structures into the rectum. 

Abscess of the Seminal Vesicles is usually due to 
gonorrhea and may simulate a prostatic abscess. It 
is frequently the cause of abscess in the prostatic or 
perineal structures by perforation of the lymph 
channels. The technic suggested by Belfield an- 
swers every purpose for drainage. It is to drain 
the vas, which also serves for drainage of the am- 
pulla. 

Methods for Draining—When the tumefaction 
can be distinctly palpated with the finger in the rec- 
tum, with or without excessive tenderness, it may 
be incised through the rectum. Usually an incision 
from one-quarter to one-half inch in length will 
answer every purpose. 

Urethral_—In but a-few cases is it deemed proper 
to open a prostatic abscess by intra-urethral inci- 
sion, probably only when the tumefaction and ten- 
derness cannot be determined per rectum. It is es- 
pecially indicated when the abscess is small and su- 
perficial beneath the posterior urethral mucosa. 

Perineal—lIf the abscess has ruptured through 
the prostatic capsule into the cellular structures of 
the perineum, a median perineal incision is the only 
rational method for drainage. This route is also 
most desirable for drainage of a large abscess cay- 
ity that has not ruptured through the capsule. 

Suprapubic—When a large abscess is situated in 
the upper portion of the gland with or without the 
presence of pus in the urine, a suprapubic incision 
will serve not only for exploration, but drainage as 
well. Especially is this procedure desirable in many 
cases occurring beyond forty years of age, because 


of the more frequent possibility of concretions or 


hypertrophy being the cause of infection. Then 


again, there are cases where an uncomplicated ab- 
scess may be incised through a suprapubic open- 
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ing in the bladder. Through such an opening a 
concretion, foreign body, neoplasm, or hypertro- 
phied lobe may be removed when associated with 
the abscess. Formerly it was thought that the rup- 
turing of a large prostatic abscess into the bladder 
was more serious than now, but with suprapubic 
incision so perfected such dangers are not consid- 
ered. 

Fistulae or Sinuses require surgical attention 
more frequently than abscess, because the former 
seldom disappear spontaneously, while the latter 
quite frequently rupture and disappear without at- 
tention and without complication. Their dangers are 
numerous,—general infection, cystitis, pyonephrosis 
and paralysis of the urethral and anal sphincters, 
partial or complete, permanent or temporary. 

In one case it was necessary to open the abdo- 
men as the fistula had its exit near the origin of 
Poupart’s ligament; and in another case the inci- 
sions required upon the back, buttock and thigh 
when combined aggregated fifty-two inches in 
length. Such extensive mutilation can not now be 
sanctioned until the more modern methods have 
been exhausted. 

The Cause of Fistulae may be congenital or ac- 
quired ; most frequently they are due to abscess the 
result of infection alone; but stricture, concretions, 
foreign bodies, tuberculosis, cysts, neoplasms and 
trauma, surgical or otherwise, are not infrequently 
etiological factors, 

There are several varieties of fistulae and they 
vary considerably. They may be complete or in- 
complete, single or multiple, large, small, short or 
long, straight or circuitous, with one or more en- 
trances and exits. They may originate within the 
bladder, urethra or both, or they may not involve 
either, but originate in an independent abscess cav- 
ity. In either event they may make their exit in 
the rectal cavity or upon the cutaneous surfaces of 
the perineum, buttock, thighs or scrotum, or they 
may involve the hip or sacro-iliac joints, or both, 
or the femur; or general infection may ensue. 

Prostato-Rectal Fistulae require but little atten- 
tion, as a rule, because they usually granulate from 
within, without infection or further extension. 

Vesico-Perineal Fistulae—This type varies con- 
siderably in character and severity. When the 
fistula is the result of a stricture, necessitating di- 
vision by a perineal incision, division of the fistulous 
walls by knife should be done with the primary 
operation, but when the stricture can be divided 
from within, the fistulous tracts should not be ex- 
posed by incision, until it has been thoroughly dem- 
onstrated that bismuth paste will not cause them 
to become obliterated. 


Vesico-Rectal Fistula will require extreme care 
in applying any means of relief. The first step 
should be to convert the tract into two separate 
and distinct fistulae, one urinary and the other 
fecal. 

Urethro-Perineal Fistulae usually have but one 
entrance and that posterior, and in close proximity 
to the internal sphincter, but they may be anterior 
to it. Their course may be direct or indirect to 
several exits. 

Urethro-Rectal Fistulae, like all fistulae compli- 
cated with fecal discharge, are the more difficult 
type to treat because of the presence of fecal mat- 
ter constantly within the tract, and because of the 
frequency of cystitis and general infection. It is 
this form that should be converted into two dis- 
tinct channels, one urinary and the other fecal. 

Semino-Rectal Fistulae are exceedingly difficult 
to overcome. They are most frequently due to 
prostatic abscess, rupturing into the rectum, per- 
mitting one or both ejaculatory ducts to empty their 
contents into its cavity. They should be classed as 
complete, because two normal channels (rectum and 
seminal ducts) are connected by an artificial chan- 
nel. 

Flap grafting methods such as suggested by H. 
O. Walker and Lydston have been the most suc- 
cessful surgical methods devised for their cure. So 
far as can be determined fistulae of this character 
have not been subjected to the bismuth treatment, 
but unless the distal end of the duct has become 
closed, which it usually does, there seems to be no 
reason why the rule of closure should not obtain 
with the use of bismuth paste. 

Urethro-Penile Fistulae are common, usually ac- 
quired, sometimes congenital. They may occur in 
any portion of the urethra. They are usually less 
than one-half inch in length and the channel is 
straight and funnel-shaped from within. They 
most commonly result from an abscess in the wall 
of the urethra due to trauma or disease. 

METHODS OF TREATMENT. 

Immediate divulsion has been practiced many 
years for the cure of genito-urinary fistulae, but 
with a very limited degree of success. With present 
day methods it can hardly be countenanced. Even 
with the additional use of the curette and injections 
of var‘ous caustic and antiseptic solutions, little has 
been accomplished. 

Gradual Divulsion, with or without the use of the 
thermo-cautery, has been done with no better re- 
sults. A few of the milder forms and uncompli- 


‘cated fistulae have been known to subside after hav- 


ing been treated by this method, but like immediate 
divulsion, it has now become obsolete. 
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Immediate Division by Knife or Cautery or 
Gradual Division by Thread or Rubber Ligature 
has given better results than any method yet de- 
vised, although these procedures have many objec- 
tions, such as incontinence of feces and cicatrices 
more or less annoying. The knife and cautery have 
become most popular and efficacious, displacing the 
thread and rubber ligature. 

It would seem that these methods are now to play 
but an insignificant role in the treatment of perineal 
fistulae without foreign bodies or bone sequestra. 
Surely more than fifty per cent. are amenable to 
other methods of treatment. However, severed 
sphincters may be immediately or subsequently 
sutured with sphincteric function preserved in a 
very large percentage of cases. There will probably 
always be a few fistulae which will necessitate the 
use of the knife, with or without immediate or sub- 
sequent suture of tissues severed by these methods. 

Plastics—The percentage of cases necessitating 
plastic surgery will probably become less by reason 
of diversion and the use.of bismuth paste. But in 
some instances where the loss of tissue has been 
considerable and the exit is large, plastics will ob- 
tain. 

Diversion—If the opening into the rectum is 
within three inches of the ano-rectal margin, an 
incision to it along the rectal wall beginning one 
inch external to the sphincter ani will permit the 
urine to escape through the incision until the open- 
ing in the rectal wall closes, which it will do as a 
rule within three or four weeks. This once accom- 
plished, the question of feces is no longer to be con- 
sidered. Only a urinary fistula is thereafter to be 
encountered. One of my cases had fourteen exits 
through which feces escaped, the entire buttock 
being involved, together with some of the osseous 
structures of the pelvis, so that urine, feces and 
necrosed bone made their escape through them. 

Bismuth Paste injected into fistulous tracts is an 
innovation. This treatment should be tried before 
anything radical is resorted to. Although this has 
been a favorite remedy with the irregular rectal 
specialists for ten years, the regular profession was 
not made to realize its value until Beck published 
the excellent results obtained by him. He states 
that 90 per cent. of all forms of vésico-urethral and 
rectal fistulae without bone sequestra or foreign 
bodies have been cured by the use of bismuth paste. 
With the absence of foreign bodies and bone ne- 
crosis enough has been accomplished to give it 
precedence. Its successful use eliminates the un- 
pleasant consequences of other curative methods. 


C. M. Beckler, a so-styled irregular rectal spe- 
cialist of Cincinnati, informs me that he has em- 
ployed bismuth paste for rectal fistulae for ten 
years, much in the same proportions and method of 
injection as is now employed. To my personal 
knowledge he has employed it for more than seven 
years. Incomplete fistulae seem to be more amena- 
ble to the influence of bismuth than complete fis- 
tulae. The difference in value of subnitrate and 
subgallate of bismuth, if any, has not yet been de- 
termined. 

Urinary fistulae involving the rectum are the 
most difficult to overcome by the injection of bis- 
muth paste, because of the rectal exit being inac- 
cessible, but with the proper technic and angle of 
the point of the syringe the injection can usually be 
accomplished. The more obstinate forms may be 
more easily remedied by first diverting the urinary 
fistula. This may be done by an independent in- 
cision through the cutaneous and other soft struc- 
tures over the fistulous tract. The point of the 
syringe may then be introduced into one and then 
the other end of the tract, thereby permitting the 
entire tract to be filled with paste. Such a pro- 
cedure is necessary when neither the distal nor 
proximal opening can be approached. 

With acute abscess cases the primary operation 
should be with reference to drainage; and when 
this has been accomplished with the subsidence of 
acute symptoms the consequent fistulous tracts may 
be treated by injection of the paste. With such 
known curative effects of bismuth, whatever the 
modus operandi may. be, would it not be well to 
further subject gonococci to its influence? Would 
not the frequent injection of bismuth paste into the 
urethra cure gonorrhea? Probably it would be nec- 
essary to inject immediately after each micturition 


_(with or without irrigation with pure water be- 


tween the act of micturition and the injection of 
the paste). 

Anesthesia—There is no kind of abscess or fis- 
tula involving the prostate, urethra or perineum 
that can not be properly cared for under local an- 
esthesia produced by cocain or stovain injected into 
the structures involved, if the proper technic is 
observed. However, in a few cases general anes- 
thesia may be desirable. Certain temperaments 
may necessitate the loss of consciousness. With 
the injection of bismuth paste neither local nor gen- 
eral anesthesia is essential, though the injection of 
a solution of cocain or stovain into a fistulous tract 
will permit the introduction of the paste with 
greater comfort. 
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MEATITIS EROSIVA PUERORUM. 
HERMANN GOLDENBERG, M.D., 


Attending Genito-Urinary Surgeon, Mount Sinai Hospital, 
, NEW YORK CITY. 


Although fully aware that it is inadvisable to 
add new terms to medical nomenclature, I feel that 
the short, expressive and descriptive term meatitis 
erosiva puerorum will best portray a hitherto unde- 
scribed disease of the external urethral orifice. As 
the name implies, a distinct lesion occurs around the 
external orifice of the urethra. It consists of a su- 
perficial erosion which involves the entire circum- 
ference of the meatus, for a breadth of about a 
quarter of an inch, but does not encroach upon the 
mucous membrane. The affected area is covered 
by a thin scab, which can easily be removed, expos- 
ing a moist slightly bleeding surface. The lips of 
the meatus are glued together causing difficult and 
painful micturition. This symptom, which, in a 
few cases, was accompanied by complete retention, 
is the chief complaint of the patient and often 
draws the first attention of the physician to the 
erosion. It is impossible to state whether the ero- 
sion is actually the primary lesion, or, whether it 
is preceded by a herpetic eruption, for none of the 
patients came under observation early enough. 

The duration of the affection varies; it may last 
for weeks or months, and it does not seem to have 
any tendency to spontaneous involution. It con- 
stitutes the only lesion and must therefore not be 
considered as a part symptom of scabies, impetigo 
contagiosa, or other skin disease. In a few of the 
cases, a mild inguinal adenitis was observed. There 
are no systematic disturbances, nor are there any 
changes in the urine. Calculi of the lower urinary 
tract, as causative factors, were excluded by the 
negative findings of an exploration with a small 
sound or probe. In some of the cases it was stated 
that the affection followed measles, but, since we 
know that other skin diseases not infrequently de- 
velop after measles, I simply mention this fact. 

It is now about ten years since the first case 
was seen in my service at the Mount Sinai Hos- 
pital Dispensary. While I have not kept an ac- 
count of all the cases, I feel confident that since 


then I have seen at least two cases a year. Male 


infants and young children from one and a half 
to five years are most often affected. It is a 
curious fact, that all these children have been 
ritually circumcised. In two of my cases, I had 
the secretion examined microscopically and bac- 
teriologically, but no pathogenic organisms, such 
as Klebs-Loeffler bacilli or Vincent spirilla were 
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found; the only bacteria found were staphylo- 
cocci. In private practice, I have seen two cases, 
which were referred to me by the family physi- 
cian, after a fruitless attempt to heal the lesion 
with various lotions and ointments. I mention 
this fact as corroborative to my previous state- 
ment that the affection may be very obstinate. 

As far as the diagnosis is concerned, I do not 
know of any other skin affection with which it 
may be confounded. It bears a resemblance, and 
in some of the cases, a rather striking one, to a 
“herpes induré” in its beginning, specially where 
there is an inguinal adenopathia. In fact, in one 
of my cases, I had the secretion examined for 
spirochetae, with negative result. By means oi 
applications of nitrate of silver in stick form or 
fused on a probe, the healing of these erosions is 
very rapid. In some cases one such application 
resulted in a cure, in others several applications 
were necessary, 

The following few facts may be mentioned re- 
garding the etiology of the affection. I believe 
that we have to deal with some kind of an in- 
fection. In the beginning of my observations I 
considered it a dirt infection, viz.: through con- 
tact of the genitalia with dirty diapers or draw- 
ers, but since I have seen two cases in private 
practice, where all rules of hygiene and cleanli- 
ness were observed, I am a little sceptical about 
my former theory. 

In none of the available text-books on skin, 
genito-urinary, or children’s diseases, have I 
found this disease described, but I know from 
conversation with some of my colleagues at 
Mount Sinai Hospital that similar observations 
have been made by others. Dr. Henry Heiman, 
the assistant pediatrist at Mount Sinai Hospital, 
has stated to me that, “in his experience this is a 
common affection in male infants and young 
children. The youngest child was fifteen months 
of age, and the oldest three years.” His observa- 
tions correspond exactly with my own; I dii- 
fer from him only in my views as to, the cause. 
He considers the condition traumatic in origin 
and thinks that the trauma may be produced by 
friction against the diaper or drawers, especially 
those made of cotton flannel. 

To show that the peculiar affection has been 
seen in other dispensaries I cite Dr. Martin \V. 
Ware, who writes to me “within the past ten 
years I have encountered in my service at the 
Good Samaritan Dispensary, at least a dozen 
times in infants, always under five years of age, 


1 
] 
I 
I 


i 
fi 
: te 
a 
a 
‘ D: 
ti 
; tc 
ir 
P! 
fi 
Se 
ni 
2 th 
m 
th 
is 
to 
ul 
th 
be 
tr 
Fe 
ou 
tect 
Me 


Vor. XXIV, No. 7. 


the following lesion: (here follows description 

corresponding with my own). * * * Ata 

loss to assign any of these (scabies, varicella, im- 

petigo) as a cause, I came to regard it either as 

herpetic or more likely due to uncleanliness.” 
63D STREET AND MaApISON AVENUE. 


THE END RESULTS OF PROSTA- 
TECTOMY.* 


J. BentLey Souter, M. D., 
NEW YORK CITY. 


The operation of prostatectomy is now on a 
firm plane and has passed the stage where it 
needs champions in the lists of surgery. The 
strongest indorsement of it is that to-night we 
are discussing the end results, and not each 
other’s personal method of operating. Prosta- 
tectomy has done more to rejuvenate the aged 
and prolong life than Ponce de Leon in his wild- 
est dreams could have hoped for by finding the 
fountain of eternal youth. . We have not sought 
a new fountain, but we have remodeled the old 
one along youthful lines. 

There is still some disagreement as to the best 
method of remodeling, but as experience has 
broadened I am the more convinced that even 
the most expert can hope for more brilliant func- 
tional restoration by the suprapubic than the 
perineal operation. The reason for this is ana- 
tomically obvious, and I shall not take any time 
in going over the subject. This statement is 
based upon my observations after performing 
prostatectomy nearly two hundred times. In the 
first hundred the operation was done perineally 
seventy-one times and suprapubically twenty- 
nine times, 

In the second hundred the figures will be more 
than reversed and I have not been influenced 
merely by the difference in the ease in performing 
the two operations. 

Whatever operation is done, the ultimate result 
is largely dependent upon the care and attention 
to clearing up existing cystitis and in leaving the 
urethra in a healthy condition. This often ex- 
plains why private patients obtain better results 
than hospital cases. To obtain the maximum 
benefit many patients require months of local 
treatment even after the obstruction has been 
removed. 

For this reason we find patients turning up at 
our dispensaries, in deplorable condition, who 

*Read as part of symposium on End Results of Prosta- 


tectomy before the Surgical Section of the N. Y. Academy of 
Medicine, March 4, 1910. 
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have had prostatectomies performed by our sur- 
gical confréres. An existing cystitis keeps up 
constant irritation of the bladder, or prevents a 
fistula from healing, or a stone has formed. We 
are too apt to criticize the operator and not chari- 
tably remember that the patient may have fallen 
into the hands of an incompetent clinical assist- 
ant, or that by his own neglect of treatment after 
leaving the hospital he may have been largely re- 
sponsible in the failure of cure. 

As far as the operation goes, whether done one 
way or another, the indication is definite — total 
removal of the prostate with no damage to the 
compresser urethrae muscle. The immediate op- 
erative complication, such as possible injury to 
the rectum, becomes more and more remote, ac- 
cording to the operator’s experience. Most of us 
have had it occur, but it is usually among a sur- 
geon’s first cases. It happened in two of my 
early perineal cases, which I reported at the time. 
One of these was of special interest and will bear 
repetition. 

The tear was not repaired at the time of opera- 
tion, and the man was left with a urethro-rectal 
fistula. He voided all the urine by rectum, but 
was so comfortable that he would not allow sec- 
ondary operation for repair of the fistula. This 
man was under observation for almost two years 
after operation, during which time the bladder 
did not become infected. The other case had the 
rent repaired at once, and the healing was by first 
intention. 

Permanent post-operative incontinence of urine 
is so closely dependent upon the condition in 
which the compressor urethrae muscle is leit, 
that I believe in the hands of the skilled it can 
almost be ignored. It is more apt to follow an 
infrapubic than a suprapubic operation, because 
in the latter all the dissection is posterior to the 
posterior layer of the triangular ligament, and 


the muscle is out of the danger zone of injury. 


Temporary incontinence is common. It is due 
to cystitis and deep urethritis, and to the relaxed 
condition of the sphincter muscle following oper- 
ation. It can be made temporary only if properly 
managed. This requires skill, ingenuity and per- 
severence. The details of the treatment start 
with obtaining asepsis of the bladder and urethra, 
and ends with motor re-education of the cut-off 
muscle. 

One of the cases of suprapubic operation has 
had permanent incontinence, having resisted all 
my efforts for relief. The history is of consider- 
able interest. A few months before coming un- 
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der my care a modified Bottini operation had 
been performed upon him through an external 
urethrotomy incision, When examined he was 
suffering from painful, frequent attempts to uri- 
nate. He would pass but a few drops of bloody 
urine. A searcher showed the presence of a cal- 
culus and a catheter drew a large quantity of 
residual urine. By suprapubic cystotomy a good- 
sized calculus and prostate were removed. The 
enucleation was rather difficult on account of the 
scar tissue in the prostate, from the cautery burn. 
After healing of the wound incontinence devel- 
oped. It occurred only when the patient was in 
an upright position. He was able to urinate 
without difficulty and to interrupt the stream at 
will and to completely empty the bladder. My 
belief is that the scar of the cautery operation in- 
terfered with the function of the compressor 
urethrae muscle, and was more responsible for 
the incontinence than the prostatectomy. 

What has been said of incontinence is equally 
true in regard to persistent fistulae, suprapubic or 
perineal. They may remain open an interminable 
time unless an approximate condition of sterility 
is obtained for the bladder. Stimulation of the 
sinus helps, but it is of small moment if an ex- 
isting urethritis or cystitis is not also treated. I 
have had but one sinus where secondary opera- 
tion was necessary to close it. This was a case 
of perineal prostatectomy. A sinus persisted for 
over a year. At operation the sinus was laid 
open, curetted, and an in-dwelling catheter left 
in the urethra for a few days to divert the urine 
from the fistulous tract. The healing was prompt 
and permanent. 

Retention of urine, partial or ‘complete, may 
be the end-result of a prostatectomy which at 
first seemed a brilliant operation. The retention 
which I wish to bring to your notice is not that 
caused by incomplete removal of the gland, but 


‘to a retention that may occur from nature’s 


reparative efforts. During the contracture of 
the cavity left after prostatic removal, a flap of 
mucous membrane may become shoved up so as 
to act as a valve and obstruct the internal meatus 
against the outlet of urine. This happened after 
a perineal operation upon a patient from whom I 
had removed a two-lobed prostate. Prior to oper- 
ation he was wholly dependent upon a catheter. 
The prostatectomy was performed in February. 
His convalescence was slow, but the urinary 
function was established at once. A cystitis per- 
sisted, during the treatment of which an increas- 


ing amount of residual urine was present. By 
the following May he had been forced to use the 


catheter, as he could void urine only after a~ 


large amount had accumulated in the bladder. In 
October suprapubic cystotomy was done to. 
drain the bladder and to try to discover the un- 
derlying cause of failure. A rectangular flap of 
mucous membrane, about one-half an inch square, 
was found attached to the lower border of the 
internal meatus. This effectually closed the vesi- 
cal outlet to any voluntary escape of urine. The 
flap was excised and microscopical examination 
showed no prostatic tissue. It is now nearly a 
year and a half since the last operation, and there 
has been no further difficulty with this patient in 
emptying the bladder. 

A second form of retention is that caused by 
post-operative cicatricial stenosis of the vesical 
neck. This may develop after suprapubic or 
perineal operation. It comes on insidiously, the 
act of urination becoming more and more diffi- 
cult, until the picture is one of urethral strictures.. 
Two cases of this condition which I have already 
reported in detail required suprapubic cystotomy 
and retrograde instrumentation in order to find 
the urethral outlet. One followed the high and. 
the other the low operation, and both presented! 
an almost identical condition. The internal 
meatus was the site of a dense cicatrix, through 
the center of which it was just possible to pass a. 
filiform bougie. The cicatrix following the perin- 
eal operation was fusiform, while that from the 
suprapubic formed a collar. Both were treated 
by incision and divulsion. The infrequent pas- 
sage of sounds have guarded against recurrence, 
and the patients are enjoying urinary comfort. 
Two years have elapsed since the operations. 

The few ideas which I have tried to incorporate 
in these brief remarks bring us back to one point: 
What are the end results of prostatectomy? The 


question is easily answered, as for any operation. 


—some failures, some improvements, and many 
cures—but differing from the majority of other 
surgical work in this, we are as a rule dealing 
with those who have already run their race and 
are tottering on the brink of eternity. Such be- 
ing the case we have to conserve their every re- 
sistance to combat the shock of surgical inter- 
vention. 

Quickness in operating to minimize the amount 
of anesthesia, wisdom in dealing with the details of 
convalescence, and patience while restering a dis- 
eased bladder to health are the requisites to success.. 
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COMBINED CAUTERIZATION AND CURET- 
TING AS A TREATMENT OF 
CHANCROIDS. 

Victor C. Pepersen, A.M., M.D. 

NEW YORK, N. Y. 

AND 
Epwarp H. Marsu, M.D., 
BROOKLYN, NEW YORK. 


Chancroids are not infrequently very difficult 
to treat, for the reason that their situation or form 
makes it almost impossible so to apply a wet 
dressing that the antiseptic therein will have free 
action and continuous contact. 

The indications in treating chancroids are ob- 
viously to destroy the virus, remove the detritus, 


‘secure a clean sore and stimulate this sore to heal. 


The following plan has been followed at the 


_Genito-urinary Clinic of the House of Relief with 


very excellent results. It is hoped that other 
genito-urinary surgeons will be interested to ap- 
ply the method and to advise the writer of their 
results therewith. 

The details of the procedure are these. The 
lesion is ordinarily cleansed with water and 
gauze; then cocain or other local anesthetic is 
liberally applied for five or ten minutes; next any 
ordinary liquid caustic, preferably nitric acid, is 
flooded upon the sore, care being taken to work 
it well beneath the overhanging edges and into 
any pockets, and on the other hand to prevent it 
from reaching the sound skin; after the acid has 
been given several minutes in which to act, the 
lesion is wiped dry with blotting paper; then with 
a sharp curette the slotgh is thoroughly and 
deeply removed until clean, smooth, healthy- 
looking tissue is reached; this surface is now 
carefully and systematically painted with 10% 
nitrate of silver solution, with special reference to 
the overhanging edges and pockets; when the 
nitrate of silver has produced a delicate white 
pellicle everywhere, an ordinary wet dressing is 
applied. 

Usually, one such treatment will convert a 
large and vicious chancroid into a clean, healthy 
surface, which will heal in a very few days. Sores 
originally the size of a quarter-dollar piece, not 
infrequently will be entirely healed within two 
weeks. When this method fails, and a repetition 
is necessary, it is almost invariably because too 
little acid was used, or the acid treatment was too 
brief, and thereafter the curetting was not deep 
enough. 

This is a painstaking method of treating these 


lesions, but it seems to be the most efficient tried 
in the clinics of one of us (Pedersen). It is 
highly recommended to other observers. It is 
most advisable, in doing the curetting, never to 
scrape towards cne’s own fingers, for fear of 
wounding them by a slip of the instrument. Com- 
mon sense dictates the use of rubber gloves or 
finger stalls during the procedure. 

Search in the literature reveals the following 
data: In 1890 Petersen of St. Petersburg pub- 
lished an article on “Curettage of Chancroid.” He 
had used that method on all cases for a year and 
a half with satisfactory results. His technic is 
as follows: “After the sore is washed with car- 
bolic or sublimate solution and then with ether, 
take a small sharp spoon and curette as one would 
in a case of lupus, or cold abscess. The method 
has only one disadvantage, the severe pain—but 


this may be alleviated if a subcutaneous injection. 


of cocain hydrochiorate is made eight to ten min- 
utes previously.” As for his results in three hun- 
dred uncomplicated cases, the average length of 
time for healing to occur was nine and nine-tenths 
days (in 1887 with previous methods it was nine- 
teen and nine-tenths days, and in 1880 twenty- 
five and two-tenths days). 

Petersen appends a table showing the results of 
treatment of chaucroid in the years 1881-1888 in 
the Alexander Hospital. He points out the fact 
that, while formerly the duration of treatment 
was proportionate to the complications present, 
in 1888 when curettage was made the routine 
treatment, although a greater percentage of cases 
presented complications than in previous years 
the average time for effecting a cure was less. In 
the years 1881-1887 this was twenty-seven and 
five-tenths days; in 1888 it was twenty and seven- 
tenths days—a reduction of one week. 

Since that time others have recommended the 
above method in cases of phagedenic chancroid 
but not as a routine measure. 

The following is a report of a few of the results 
of this treatment at the Genito-urinary Clinic of 
the House of Relief: 

CaseEI. C.F. Admitted August 13th, 1909. Pre- 
vious History negative. Present History: Patient 
complained of a sore on the dorsum of the penis of 
25 days’ duration. Incubation unknown. Extension 
had been rapid with moderate pain. Physical Ex- 
amination: One chancroid about 2 cm. wide and 
3 cm. long on the dorsum of penis well up toward 
the pubis. Two smaller ulcers about 1 em. in diam- 
eter each on adjoining surface of scrotum. The 
edges of all were undermined, the base rough and 
dirty gray in color, and all gave rise to a purulent 
discharge. 
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Treatment and Course: All sores cauterized and 
curetted—wet dressing applied. One week later 
the two smaller sores were healed and the large one 
filled with healthy granulations. Had decreased in 
size one-third. Eleventh day—Exuberant granula- 
tions were touched with 50 per cent. silver nitrate ; 
20 per cent. ichthyol dressing applied. Eighteenth 
day—Sore healed with almost no scar. 

Case II. D. A. Admitted September 7th, 1909. 
Previous History: Urethritis four times. Last at- 
tack one year ago. Present History: Patient has 
had sore on prepuce 14 days, incubation not known. 
Pain has been moderate and extension slow. Bubo 
had developed on right side one week after appear- 
ance of sore. Physical Examination: Ulceration on 
foreskin about 114 cm. in diameter. Edges well 
undermined. Base grayish. Purulent discharge. 
Bubo of right inguinal glands. No fluctuation, but 
marked pain and tenderness.. Treatment and 
Course: Cauterized and curetted—wet dressing ap- 
plied. 20 per cent. ung. ichthyol on bubo. Seventh 
day—Chancroid healed with almost imperceptible 
scar. Fluctuation was present in bubo and it was 
opened. JIodoform packing. Tenth day—Condi- 
tion of bubo improved. Patient disappeared from 
observation. 

Case III. J. S. Admitted September 24th, 1909. 
Previous History negative. Present History: Has 
had sore on foreskin 14 days, incubation 7 days. 
Extension was slow and pain very slight. Patient 
had been treated by a quack. Physical Examination: 

Chancroid 1 cm. in diameter on mucous surface 
of prepuce. Edges undermined, and _ irregular, 
floor necrotic-seropurulent discharge. Near this 
sore was a pustule about 2 mm. in diameter. Treat- 
ment and Course: Cauterized and curetted—wet 
dressing. Fourth day—Prepuce was edematous. 
Considerable discharge was present. On examina- 
tion there was found five small erosions on the 
glands. Permangamate dressings were used and hot 
water immersion every two hours. Seventh day— 
The edema was reduced, the erosions were healed. 
Eleventh day—Edema had disappeared and the pri- 
mary lesion was granulating. Seventeenth day— 
Healing had occurred with an insignificant scar. 

The foregoing few cases are sufficient to illus- 
trate the advantageous manner in which this 
treatment secures results. It is earnestly recom- 


mended as worthy of trial. 


CHRONIC HOARSENESS. 

In nearly all conditions that cause swelling in 
the larynx, or in any way interfere with the 
proper adaptation of the free movement of the 
vocal cords, hoarseness is an early symptom, but 
there are very grave conditions in which, during 
their early stages, hoarseness is the most marked, 
and possibly the only symptom to be observed 
until an examination of the larynx is made by 
the laryngoscope. This is especially the case in 
early laryngeal tuberculosis, in malignant dis- 
ease, syphilis, and in paralysis of one or more 
vocal cords——H. W. Firzceratp in the Medical 
Press and Circular. 


WoLBARST—CAUTERIZATION OF THE URETHRA. 


July, 1910. 


A CASE OF ACCIDENTAL CAUTERIZA- 
TION OF THE MALE URETHRA 
WITH A CONCENTRATED SILVER 
NITRATE SOLUTION: COM- 
PLETE RECOVERY.* 


ABRAHAM LEO Wo czsarst, M. D., 


Consulting Genito-Urinary Surgeon, Central Islip State 
Hospital; Attending Genito-Urinary Surgeon, Beth 
Israel Hospital and West Side German Dis- 
pensaries; Professor of Genitourinary 
Diseases, New York School of 
Clinical Medicine, etc. 


NEW YORK. 


This case is one of such unusual occurrence 
that I have thought it worth reporting: M. H., 
aged 24, was being treated at a clinic for chronic 
anterior urethritis. On August 17, 1908, by a 
transposition of bottles resembling each other, 
through the carelessness of an assistant, the an- 
terior urethra was filled with three or four drams 
of a solution of 480 grains of silver nitrate in one 
ounce of water. The error was noticed immedi- 
ately, owing to the white color of the solution 
that escaped from the meatus, instead of the 
brown color of the silver solution, which was to 
have been used. Immediately, a warm salt solu- 
tion was prepared, and the entire urethral tract, 
including the bladder, was copiously irrigated 
with this fluid, and the patient was given a simi- 
lar solution to use at home at frequent intervals. 


Contrary to expectation the patient experi- 
enced no pain whatever, and for four days there 
was no appreciable evidence that a strong irritant 
and caustic solution had been injected into the 
urethra. The urine was clear and the patient had 
no pain of any kind. About the fifth day, how- 
ever, the urine became hazy, and on the day fol- 
lowing, it became cloudy, and the patient com- 
plained of urinary symptoms. The reaction had 
evidently begun to assert itself. The pain, strange 
to say, was not felt in the urethra, but at the 
neck of the bladder. There was slight fever, the 
urine was full of pus, and the last drops of urine 
passed were streaked with blood. Microscopic 
examination of the urine showed the presence of 
numerous broken-down pus cells, a few blood 
cells, but no bacterial elements of any kind. The 
pain continued to increase in severity; there was 
increased tenesmus and strangury, and chordee 
was quite continuous. 


*Presented at a meeting of the Eastern Medical Society, 
March 11, 1910. 
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On August 23 (six days after the injury), the 
patient had several chills, and he vomited a num- 
ber of times. The temperature had risen to 
102.30, the pulse was 88, respiration 24. There 
were no pulmonary symptoms; general condition 
good; the tongue was coated and moist. The 
penis was swollen and discolored, but not painful 
or tender, and there were superficial burns from 
the silver nitrate on the scrotum and thighs. The 
glands and inner surface of the prepuce were 
red and covered with a thin purulent discharge. 
The urine was of a specific gravity of 1022, con- 
tained no albumen or sugar, and microscopically 
showed the presence of epithelial and pus cells; 
negative as to gonococci. Urination was attended 
with difficulty and accompanied by a moderate 
amount of pain. There was no polyuria. A slight 
muco-purulent discharge oozed from the urinary 
meatus; gonococci could not be found in this dis- 
charge. 

Being unable to obtain proper carz at home, 
the man was referred to the genito-urinary ser- 
vice of Dr. H. Goldenberg, at Mount Sinai Hos- 
pital. He was put to bed, and local application 
of Burrow’s solution applied externally; the 
urethra was irrigated with warm boric acid solu- 
tion; urotropin was given internally. 


On September 1, one week after admission, the 
patient’s condition had improved considerably ; 
he was out of bed, he had no pain, and suffered 
only from a purulent urethral discharge, which 
was Sterile. Three days later he was discharged 
from the hospital. 


His condition continued to improve steadily 
and rapidly; there was no pain or strangury, 
chordee was absent, except occasionally at night, 
and but for the pus in the urine, the patient ap- 
peared normal in every way. At this time the 
advisability of passing sounds into the urethra 
for the purpose of preserving the patency of the 
urethral canal, was considered, but it was 
thought wise not to inflict any additional trauma, 
and to give the mucosa, or at least whatever was 
leit of it, a chance to regenerate. 


The boric acid irrigations were continued, 
twice daily, and the pus in the urine began to 
diminish in quantity. A few days later, however, 
about three weeks after the date of the accident, 
a dark, firm and tenacious mass, appeared at the 
meatus. The urinary stream did not dislodge it, 
but with the aid of a pair of dressing forceps, a 
portion about three inches long, came away. This 


was taken to be the slough of the urethral mu- 
cosa; it came away without pain or difficulty. 
Three days later the second portion, about two 
inches long, came away in the same manner. 

A microscopic examination of cross-section of 
this slough was made by Dr. Leo Buerger, and 
his report is as follows: “Microscopically the 
transverse section of tissue from the urethra 
shows an almost complete annular band, com- 
posed of lamellated necrotic tissue in which there 
are vestiges of cells whose nature is indetermina- 
ble, on account of their necrotic condition. In a 
few places there are streaks of hemorrhage; in 
others, there are areas that suggest sections of 
capillaries; and throughout there are many areas 
of black amorphous substance, probably repre- 
senting discoloration of the dead material due to 


Slough of Male Urethra, Natural Size. 


the silver nitrate. The specimen is undoubtedly 
necrotic tissue.” 

It thus became apparent that there were two 
supreme reauirements to be met—First, that the 
canal should be kept distended so that the raw 
and denuded surfaces should not come together; 
and second, that the canal be kept continuously 
lubricated, with the same object in view. To ac- 
complish this double purpose, it occurred to me 
to use soluble medicated bougies. For five or six 
weeks, I used these bougies continually, directing 
the patient to insert one as soon as the one pre- 
viously inserted had melted; in other words, 
every three hours. In this manner the urethra 
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July, 1919, 


was continually lubricated and the walls were 
kept from coming into contact with each other. 
The meatus was tied with a gauze bandage to 
prevent the escape of the melted fluid from the 
curethra. 

Under this treatment improvement was grati- 
dying, and on November 1, two months after the 
date of the accident, I felt it was safe to begin 
the introduction of metal bougies for dilatation. 
There was considerable traumatic contraction at 
the meatus, but as soon as this was removed by 
ameatotomy, it was possible to pass a 19 French 
sound into the bladder. Gradual dilatation was 
instituted, and in a comparatively short time, the 
patient accepted 28 and 29 (French) sounds quite 
readily. In the beginning it was found advisable 
to anesthetize the urethra, after which the canal 
was filled with sterile olive oil. In this way the 
sounds were introduced without any pain or dif- 
ficulty. Later on, sterile water was substituted 
for the anesthetic solution, and the patient was 
none the wiser. 

In February, 1909, an endoscopic examination 
of the urethra revealed the presence of a normal 
mucous membrane, with two points of constric- 
tion—one about one inch from the meatus, the 
other about three and a half inches behind the 
meatus. This indicated that a new mucous mem- 
brane had taken the place of the original. 

During the past year, a sound of 28 or 29 
French caliber has been passed once a month, 
without local anesthesia, and the patient has felt 
entirely well. The urine is without a shred, and 
he has the pleasure of knowing that at least his 
old gonorrhea has been thoroughly cured. 

The interesting features of the case are: 

(1) The patient did not feel any pain at the 
time of the injection. 

(2) The urine remained clear and the patient 
was free from all symptoms for four days after 
the injection, 

(3) The soluble medicated bougies served ad- 
mirably the double purpose of dilating the 
urethral canal and keeping it lubricated. 

(4) In spite of the extensive destruction of 
the urethral mucosa, a new mucous membrane 
formed on the site of the original. 

(5) Contraction took place, not in the entire 
canal, but at two points only. 

(6) The slough came out en masse, rather 
than in the form of detritus. 


105 East NINETEENTH STREET. 


APPARENTLY CURED CASES OF GONOR- 
RHEA WITH PERSISTENCE OF 
GONOCOCCIL.* 


CHARLES S. STERN, A.B., M.D., 
Urologist to Hartford Hospital. 
HARTFORD, CONN. 


There is a certain number of genito-urinary sur- 
geons who strenuously advocate the theory of “once 
a gonorrhea always a gonorrhea”; in other words, 
that gonorrhea once acquired is rarely eradicated 
from the male generative organs. Citing the fol- 
lowing three cases as typical examples, I wish to 
draw attention to the great danger from neglect to 
thoroughly evict and cleanse the infected parts of 
gonococci. 

Case I—A young man of 32, never having had 
any previous trouble, acquired gonorrhea the early 
part of October, 1909, and was treated in the or- 
dinary way for three months. I saw him in Jan- 
uary last, and he still had a purulent discharge 
with an abundance of leucocytes and gonococci. 
After most thorough and careful treatment by the 
most approved methods, all subjective symptoms 
disappeared after a reasonable time; but, now, 90 
days from the time of my first examination, I still 
find gonococci under the microscope, both in the 
mucus from the meatus and in the fluid massaged 
from the prostate. This case illustrates how one 
may mistake an apparent cure, when judging only 
by symptoms. 

Case II. A young man acquired a very mild 
gonorrhea, which cleared up without complications 
in about five weeks. This occurred 40 months, or 
3% years ago, and he never had any further symp- 
toms. He presented himself about a month before 
his contemplated marriage, and at that time a slight 
mucous excess at the meatus contained a moderate 
number of gonococci. This illustrates an appar- 
ently cured case, in which persistence of the infect- 
ing organism was discovered on the eve of marriage. 

Case III. A young man of most excellent habits, 
after a single exposure, five years preceding the 
time of his marriage, acquired gonorrhea, and after 
a few weeks’ treatment was declared cured. There- 
after he had absolutely no intercourse up to the time 
of his marriage. About a week or ten days after 
the wedding his wife became infected with what 
proved gonorrhea, although he himself presented 
no symptoms. However, an examination of the 
mucus secretion of the meatus and of the 
threads passed in the first urine, showed the pres- 
ence of some gonococci, and the prostatic fluid ex- 
pressed by massage also showed the presence of 
many diplococci of Neisser. This illustrates the 
unfortunate result of the young man’s belief in his 
complete cure. 

Taking these three cases as only fair instances 


. on before the Hartford County Medical Society, April 
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of a vast number of similar cases, should they not 
impress us with our great responsibility, and cause 
us to ponder well and long before telling our gonor- 
rheal patient that he is cured? 

It is true that most of our gonorrheal cases will 
ask to be cured quickly, and even demand to know 
in advance how long it will take. But remember, 
that if you promise to cure him in one or two 
months, and then at the end of that time assure 
him that he is cured (being afraid of not fulfilling 
your prognosis., you thereby assume the responsi- 
bility for what may and usually does occur later 
on—and then will he thank you for the conse- 
quences? Better far to tell every gonorrheal- pa- 
tient at the start, that the length of time necessary 
for a cure is uncertain. It may be weeks, or months, 
and in some cases years, but never can he be as- 
sured that he is completely cured if any gonococci 
remain, 

Typhoid fever and diphtheria may be so mild as 
not to confine a patient to bed, or so severe as 
to cause his death, and they may exist in any de- 
gree between these two extremes. So, too, in gonor- 
thea. One patient may throw off the infection so 
rapidly that he doubts having had it at all, while an- 
other may be so severely infected that even death 
may result (as by endocardial infection), and all 
degrees between these two are possible. 

75 Pratt STREET. 


GUTTA PERCHA TISSUE IN FINGER 
DRESSINGS. 


The plastic qualities of gutta-percha find their 
neatest expression in use about the hand. Take, 
for example, a smashed infected finger from a 
factory accident—a dry dressing will result in 
spreading infection—clean it up the best you may 
—it will need a moist dressing. For years I 
have applied this as follows: Envelope in gauze 
bandage wet in saturated boric acid solution. 
Apply two or three thicknesses of gutta-percha 
over this; warm over a flame, but not too near 
it, whereon the gutta-percha will coalesce. Wind 
on another layer or two, warm as before. Smooth 
the dressing till it becomes a homogeneous mass, 
and cool under cold water faucet. The rest of 
the hand can be washed at any time without 
prejudice to this dressing. 

The thicker the dressing is made the more of a 
splint it becomes. Compound fractures of fin- 
gers can be well treated by moist gauze covered 
by gutta-percha tissue thick enough to immobi- 
lize the fingers. Similarly, finger cots of any de- 
sired size and thickness can be improvised, and 
find a field of usefulness in treating onychia, 
paronychia and any infection of fingers or nails. 
—Wittiam S. CHEESEMANin the J. Ad. M.A. 


NEW INSTRUMENTS FOR THROAT WORK. 
Harotp Hays, A.M., M.D., 
NEW YORK CITY. 


1. TONGUE Depressor to be used particularly iw 
operating on the tonsils. (Fig. 1.) 

In operative work on the tonsils the usual forms 
of tongue depressors have many disadvantages. The 
wooden depressors are seldom made strong enough. 
to withstand any pressure and they bend too readily. 
after being soaked with blood. The ordinary forms 
of tongue depressors made of metal cannot be 
handled well when the patient is in the recumbent 
position. 

The instrument to be described was made to over- 
come the objections to the use of the others in oper- 
ative work. The horizontal portion or blade is five 
inches long; it is three-eighths of an inch wide for 
the outer two-thirds and expands in an oval or cir- 
cular form for its inner third, the widest portion 


Fig. 1. Tongue Depressor. 


here being about one and one-half inches; the in- 
ferior surface is slightly concaved to fit the tongue. 
The handle of the instrument is set at right angles 
to the horizontal blade and is just long enough 
(about three inches) to be grasped by the closed 
hand; it is rather heavy and about balances the 
horizontal blade. 

The combination short handle with long horizon- 
tal blades gives a strong leverage to the inner por- 
tion of the instrument. At the same time there is. 
no danger of poking the handle into the patient’s 
chest. The wide inner portions of the instrument, 
fitting evenly on the patient’s tongue and at the 
same time, depressing the sides of the tongue, puts. 
the anterior pillar of the fauces on the stretch and 
keeps other structures, which might be endangered, 
out of the way of the surgeon’s knife. 

2. A New Tonsit Knire. (Fig. 2.) 

The Leland knives used by many operators on 
the tonsils, have the single disadvantage that two 
knives are needed, one for the right and one for 
the left tonsil. Not only is it necessary to pick out 
the proper knife for the proper tonsil but much val- 
uable time is lost in taking the eye off the operative 
field. 
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The knife here described incorporates the prin- 
ciple of the Leland knives. The blade is mounted 
at right angles to the handle. This blade is some- 
what shorter than the Leland blade (about one- 
half inch in length) is double concaved and is sharp- 
ened on both sides. The tip is spear-shaped (with 
both sides sharp). Thus we have two points for 
engagement for either tonsil, one at the tip and 
ene a short distance from the tip on the side. 
After the dissection of one tonsil is accomplished 
with this knife, the opposite cutting edge is used for 
the other tonsil without removing the nee from 
the mouth. 


3. A CryptaL DiLator AND IRRIGATOR, which 
can also be used for irrigating peritonsillar 
abscesses. (Fig 3). 

Many writers in the past have reported great 
success in curing cases of acute tonsilitis by irri- 
gating the tonsillar crypts with mild antiseptic 
solutions through an antrum canula or laryngeal 


Fig. 2. Tonsil Knife. 


syringe. On the theoretical consideration that 
prima facie such irrigation would wash out a great 
deal of the purulent matter in the crypts and there- 
by shorten considerably the duration of the disease, 
I devised the instrument which I have called a 
cryptal dilator and irrigator. In the first few cases 
of tonsillitis in which I tried the instrument, I 
must confess that the result was far from satis- 
factory; so that in acute infection of the tonsil, I 
have come to the conclusion that it is far better 
not to use too much instrumentation. However, 
the instrument is useful in other well selected cases 
which I shall speak of later. 

The cryptal dilator is modeled on the shape of 
a long narrow nasal fracturing forceps. To the 
lower blade is attached a very fine canula which is 
extended directly outward for about one and one- 
half inches, ending in a bulbed extremity over 
which rubber tubing, connecting with a piston 
syringe, is attached. The inner end of the canula 
goes through the lower blade, the opening being 
made in such a way that any stream coming through 
it will travel almost in the direction of the lower 
blade. Naturally, fluid that is forced through a 
small canula from a large piston syringe, can ob- 
tain considerable force. 

The instrument is mainly useful in cleaning out 
old diseased crypts filled with caseous material and 


in dilating and irrigating peritonsillar abscesses. 
For cleaning out the crypts, the tonsils or what re- 
mains of them are first cocainized with ten per cent 
cocain. After connecting the dilator to the piston 
syringe which is washed by an assistant, the point 
of the instrument is inserted into the crypt about 
one-sixteenth of an inch. Any loose debris is re- 
moved with the forceps blades and the stream of 
solution directed into the cavity. In many in- 
stances all the diseased crypts of a tonsil may be 
cleaned out at one sitting. In the few instances 
where this has been tried there has been marked 
benefit for an appreciable length of time. In irri- 
gating peritonsillar abscesses, one uses the forceps 
the same as he would any dilating forceps and 
when the blades as — separated, the solution 


Fig. 3. Cryptal Dilator and Irrigator. 


is “streamed” in. The great advantage of irrigating 
is that not so much dilation of the wound is nec- 
essary and the cavity is literally cleaned out at the 
time the incision is made. 

11 WEST QIST STREET. 


THE DANGER OF NASAL SPRAYS; AND 
DOUCHES. 


The question of sprays in the nose is a very 
important one, more from their abuse than from 
their value. Sprays in the hands of patients 
should only be for cleansing purposes, unless for 
some special case and then only for a limited 
time and under the direct supervision of the doc- 
tor. In the office, sprays with various medicines 
contained are many times of value in special 
cases, i. e., astringents, oils or cleansing. The 
danger consists in the fact that where the nostril 
is not patulous, infected secretions are oiten 
forced into either the Eustachian tube or into 
some of the sinuses. This happens all too often 
and generally can be avoided. The same can 
be said also of nasal douches. They should never 
be used where there is obstruction of the nares 
unless used very gently, and then the patient 
must be instructed not to blow out, but to draw 
back the solution into the pharynx.—F. GurRNEY 
Stusss in The Office Practitioner. 
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HOT WEATHER SURGICAL PROBLEMS. 


The well-meaning, but untutored fly, ignorant 
of even the rudiments of surgical asepsis, and in- 
different to the seriousness of the human effort in 
the amphitheater in which he may be an uninvited 
visitor, who slyly tipples in the patient’s vomitus 
or feces, and then hurries across the open wound 
to rub his tired legs against the shining surfaces 
on the instrument table, affords ample explanation 
of the infection, or death, of the individual on 
whom he has bestowed these trifling evidences of 
his misguided attachment. Nor is he content with 
that. He carries his unwelcome greeting from 
wound to wound, from pus basin to suture jar, 
from bed-pan to food tray. He is the hot weather 
pest of the operating room and the sick chamber. 

Window screens (which exclude much fresh air) 
and fly-traps will mitigate but not eliminate this 
pest in hospitals. In addition, nurses, doctors and 
employes should be on the alert to keep flies from 
objects where they may acquire infectious matter 
and surfaces to which its transmission would pro- 
voke mischief. At ‘operations a spare assistant 
might well occupy himself by keeping flies from the 
field. It is quite worth while, too, to keep all ex- 
posed instruments not in immediate use submerged 
in phenol or other antiseptic solution. 

We are not familiar with any statistics of the 
comparative post-operative mortalities during pe- 
riods of cool weather and periods of great heat. 


There is little doubt that the heat and humidity of 
our summer days not seldom turn the odds against 
patients struggling to recover after a severe opera- 
tion. And there is no doubt that such weather in- 
tensifies the sufferings of all surgical patients. 
Preferably, operations of choice should not be 
undertaken during periods of great and unaccus- 
tomed heat. But many surgical cases, in their na- 
ture, can not be delayed by the weather; and, in 
justice to their communities, hospitals can not allow 
their beds to be idle. The difficulty should be met, 
when it can be, not by negative but by positive 
measures. It is as important to regulate the tem- 
perature of sick rooms and wards in summer as it 
is in winter; and hospital administrators should 
address themselves to securing the means of such 
regulation. An interesting effort in this direction 
is that of Dr. W. J. Manning (Jour. Am. Med. 
Assoc, June 4, 1910), who devised a cheaply- 
installed, noiseless water curtain by which the tem- 
perature in the emergency room in the government 
printing office at Washington was reduced from 
seven to eleven degrees on hot days last summer. 
A system of fans or cooling pipes would be better 
if so operated that their effect is regulable and suf- 
ficiently diffuse. Such a system has not yet been 
devised; but, surely the problem is not beyond so- 
lution! W. M. B. 


THE EARLY DIAGNOSIS OF CANCER: 
RECENT TESTS. 


Until a specific cure for cancer is discovered, the 
recognition of the disease in its earlier stages, 
when surgery offers the best possible hope of cure, 
will continue to be a problem of the first magnitude. 
Clinical signs have long since outlived their useful- 
ness, while of the laboratory tests, the only ones 
that have survived are the absence of hydrochloric 
acid in the gastric contents, and the Salomon and 
Glucinski tests for gastric carcinoma. Attempts 
to obtain a precipitating agglutination or a comple- 
ment deviation reaction from the patient’s serum 
have been futile, and more recently the antitryptic 
and hemolytic reactions in vitro have not proven 
sufficiently specific. 

Within the past year, research in this direction 
has been particularly active and a number of tests 
have arisen which bear promise. First to be men- 
tioned is that of Elsberg (Jour. Am. Med. Assoc., 
March 27, 1909, Am. Jour. Med. Sciences, Feb- 
ruary, 1910). This test is practically a hemolytic 
reaction performed within the patient’s body, and 
depends on the color reaction of the overlying skin 
when a dilution of laked normal blood is injected 
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beneath it. This reaction was reported by Elsberg 
and his collaborators as positive in about 90 per 
cent. of undoubted cases of carcinoma and in only 
4 per cent. of non-cancerous conditions. Krida 
(Albany Medical Annals, May, 1910) in a series 
of 23 cases, corroborates these observations, and 
finds the test of considerable value. 
More recently, Ascoli (Miinchener Med. Woch., 
1910, lvii, p. 493) has devised a test which is appar- 
-ently even more specific. This test, which he calls 
the meiostagmin -reaction, is physiochemical in na- 
‘ture, and in principle, and involves the determination 
of the surface tension of an immune serum plus its 
specific antigen before and after incubation for two 
hours. Of 62 patients suffering with malignant 
‘tumors, 58 gave a positive reaction, while 48 pa- 
tients suffering from other diseases, all reacted 
‘negatively. Again, Neubauer and Fisher (Deutch. 
Arch. fiir Klin. Med., xcvii, Heft. 5-6) have de- 
wised a test based upon the fact that in a carci- 
nomatous stomach an enzyme is produced similar to 
‘trypsin. This ferment can split peptids into amino- 
-and diamino-acids, which pepsin cannot. To ob- 
‘tain this reaction, an animo-acid, glycyl tryptophan, 
‘is added to the gastric contents and the whole incu- 
“bated for 24 hours. At the end of this time a test 
for tryptophan is made by the bromine vapor 
method, and if positive, the diagnosis of gastric 
cancer is highly probable (care being taken to deter- 
‘mine that there has been no admixture of trypsin 
from the bowel). Lyle and Kober (N. Y. Med. 
Jour., June 4, 1910) have reviewed this test in a 
series of 21 cases, and in every instance of proven 
‘gastric cancer found it positive. The reaction 
“proved of considerable value in the differentiation 
-of suspected cases. 
While these diagnostic measures have had rather 

a brilliant beginning, experiences with previous 
‘tests have led us to be particularly cautious in ac- 
-cepting them. Much work remains before their 
sponsors’ claims can be verified. E. M. 


A NEW METHOD OF TREATMENT OF BE- 
NIGN AND RECURRENT BLADDER 
NEOPLASMS. 

_ New growths of the bladder rank among the 
‘most rebellious to surgical treatment. The 
transperitoneal operation of Mayo and the 
radical technic of Berg have added much to 
‘the thoroughness by which malignant vesical 
growths and pelvic glands can be attacked. But 
‘neither these procedures nor even the total re- 
moval of the bladder (Bardenheuer, Pawlik, Tuf- 
fier and Dujarier, and others), afford more than 


a meager percentage of ultimate cures. Of blad- 
der neoplasms the benign, no less than the ma- 
lignant, will eventually cause death unless re- 
moved; and repeated experience has taught that 
the suprapubic removal of papillomata—the most 
common of benign bladder growths—is usually 
followed by recurrence. This recurrence, often 
in the suprapubic wound, may be very rapid. In- 
deed, the removal of vesical papillomata by the 
suprapubic route is now being condemned. The 
French and German authorities, especially, are 
abandoning it and bending their energies to the 
development of the operating cystoscope for the 
destruction of these growths through the unin- 
jured urethra—a procedure first performed by 
Civiale and elaborated by Nitze. 

The operating cystoscope is costly and often 
difficult to manage. Of great interest, there- 
fore, is the relatively simple transurethral endo- 
vesical method described by Edwin Beer, of New 
York, in the Journal of the American Medical 
Associationfi May 28, 1910 (abstracted on page 233 
of this issue of THE AMERICAN JOURNAL OF 
Surcery). It consists in the direct application 
to the growth of the high frequency current, con- 
ducted by an insulated wire cable passed through 
the catheter sheath of an ordinary cystoscope. 
Since Beer was able in this preliminary report to 
record but two cases, albeit with pleasing results, 
we are glad to present in this issue the report of 
Keyes’ experience with five cases in which Beer's 
method was employed. The procedure seems to 
warrant further trial, for it places in the hands 
of all surgeons supplied with the usual hospital 
apparatus a comparatively simple, and promising, 
means of relief for a most distressing class of 
cases.—W. M. B. 


Surgical Suggestions 


The presence of papulo-squamous tuberculides 
may be the only means of recognition of tubercu- 
losis in infancy. 


Unexplained septic temperature in an infant 
should lead to the search for a hidden osteomyelitic 
focus—especially in the upper end of the femur. 


A foreign body lodged in a bronchus may pre- 
sent a symptom-complex identical with pulmonary 
tuberculosis in a child-—the history of aspiration of 
the foreign body may be wanting. 


July, 1910, 
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Neurasthenia following operation is not uncom- 
mon. Successful removal of organic disease often 
leaves a sufferer from functional disease. 

>sychic hygiene is as necessary before operation 
as is physical hygiene. The normal man is 
a worker, not an idler. The undernourished 
and overworked ward patient suffers keenly 
mental irritation from lack of harmony with 
his restraining hospital environment—especially 
with his entorced idleness. Lying in bed 
staring at blatant wall papers or monotonous 
shiny ceilings, hearing groans, shrieks, perchance 
noting projecting “in memoriams” on the walls 
is scarcely conducive to rapid psychic convales- 
cence. Without some mental occupation there is 
a more or less complete maladjustment of patient 
and environment. The will of the patient is sub- 
ordinated to institutional will. Regime, discipline, 
thwart inclination and desire. After a few days 
the will is overcome and the patient becomes pass- 
ive. The fatigue of monotony ensues and the will, 
because of inertia, with difficulty reassumes its 
burden while the physical body is in a reduced 
state. Add to this a speedy return from the hos- 
pital to poor homes, poor food, poor care and the 
making of a profound neurasthenic is often well 
under way. 

Convalescent care is not to be summed up in 
physical care or in sending the body to the sola- 
rium; it involves putting the patient's mind at rest 
and offering restful occupation. Anxiety concern- 
ing home conditions is gradually being attacked 
through social service departments. While in the 
hospital, building up physically, the patient’s out- 
look on life may be altered by giving him something 
to do. 

The long suffering sweated tailor with a frac- 
tured leg may profitably .spend his hours at bas- 
ketry or punched brass work or even whittling. The 
laundress recovering from an operation may be 
cheered by clay modeling, embroidery, or pasting 
pictures. The pale youngster with slowly drain- 
ing empyema may have his days brightened and 
his spirits lightened with a few spools, beads, or 
feathers and his own ingenuity. 

Occupational work has been used in institutions 
for the insane and in sanitaria for the neurasthenic 
for its therapeutic value. Its preventive value is just 
gaining recognition and in the surgical wards of 
many hospitals deft fingers will soon be busied 
originating or copying work that will give the 
mental strength and cheerfulness of mind that 
hasten convalescence and avert an impending 
neurosis, 


Robert Koch, universal benefactor, is dead. The 
nations striving to overcome tuberculosis might 
well pause to do honor to the man of science whose 
life, rich in discovery, made possible the partial 
elimination of tuberculosis from the category of 


plagues. Up to the time of his*death Koch was: 


the strongest contender that the tuberculous cow 
was practically a negligible factor in the etiology 
of human tuberculosis, though recognizing that 


such infection by bovine tuberculosis was a pos- 


sibility. Diametrically opposed to him was von 
Behring and his school, who have been extremists 
in attributing all tuberculosis to latent bovine in- 
fections. 
To-day the problem of human infection throug 


the ingestion of milk from tuberculous cattle is of 


paramount importance. The problem includes the 
possibility of infection by dairy products, as butter 
ice cream, cheese. New York, Chicago, Boston, 


Rochester, Copenhagen, Berlin, Paris are grappling: 


with the problem of the protection of the milk sup- 
ply as a mode of lessening tuberculosis. In the 
U. S. registration area the death rate from 
tuberculosis was 193.6 per 100,000 in 1905. Among 


the deaths from -all types of tuberculosis the rate- 


for children under 5 years was I in 14. 
Weber concluded as a result of his investigation 
for the German Imperial Board of Health that the 


danger from the use of milk from cows with: 


udder tuberculosis is slight compared with the 
danger from a patient with lung tuberculosis. 
Theobald Smith stated that not over 1 per cent. 
of human tuberculosis is of bovine origin. With 
an annual death rate of 200,000 in the United 
States from this disease even this low estimate 
would provide an indictment against bovine tuber- 
culosis. Smith, however, has estimated that 25 


per cent. to 50 per cent. of tuberculosis in cervical 


or mesenteric glands is of the bovine type. The 


second report of the Royal Commission on Human: 


and Animal Tuberculosis, after an investigation 
covering five years, decided: “There can be no 
doubt but that in a certain number of cases the 
tuberculosis occurring in the human subject, es- 
pecially in children, is the direct result of the intro- 
duction into the human body of the bacillus of 
bovine tuberculosis; and there can also be no 
doubt that in the majority at least of these cases 
the bacillus is introduced through cows’ milk. Cows’ 
milk containing bovine tubercle bacilli is clearly a 
cause of tuberculosis and of fatal tuberculosis in 


man.” Dr. William H. Park, of New York, has 
compiled the following most suggestive table of the- 


results of his study of 434 cases of tuberculosis; 


TABLE IT. 
Adults Children Children 
16 years 5 to 16 Under 5 
Diagnosis of and over. years. years. 
Cases Examined. Hu- Bo- Hu- Bo- Hu- Bo- 
< man. vine. man, vine. man. vine. 
Pulmonary Tuberculosis.... 278 5 
Tubercular Adenitis, Ingui- 
nal and Axillary......... I 4 
Tubercular Adenitis Cervical 9 19 8 6 12 
Abdominal Tuberculosis.... 1 I i 3 
Generalized Tuberculosis... 2 I 13 5 
Generalized Tuberculosis, in- 
Tuberculosis of Bones and 
Genito-Urinary Tuberculosis 3 I I 
Tubercular Abscesses....... I 
206 i 9 @ 
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TABLE II. 
Cases AT Bapies’ Hospitat, N. Y. 
Children Children 
Diagnosis. 5tol6yrs. Under5d yrs. 
uman. Bovine. 

Pulmonary Tuberculosis .......... t 

Generalized Tuberculosis ......... I 53 9 2 
Generalized Tuberculosis, including 

Tubercular Meningitis ............ II 
491 Cases STUDIED BY THE ENGLISH AND GERMAN CoM- 
MISSIONS. 
Adults. Children 
Diagnosis. 16 yrs. or over. 5 to16 yrs. Under 5 yrs, 
Human. Hu- Bo- Hu- Bo- 
man. ‘vine. man, vine. 
1. Pulmonary ......... 253 2 fe) 7 oO 
2. Cervical Adenitis.... 8 10 12 
3. Generalized ......... 6 3 = II 15 
4. Generalized with Men- 

20 8 I 37 I 
5. Bones and Joints.... 16 14 fe) 
6. Abdoniinal: 6 3 6 4 9 


Park believes that 2.5 per cent. to 3 per cent. of 
all tuberculosis in New York City is due to bovine 
tubercle bacilli and all in children under 3 years 
of age. 

Hess has found tubercle bacilli in 16 per cent. of 
the New York milk he has studied. Anderson found 
6.72 per cent. of Washington’s milk infected with 
tuberculosis. In Berlin, Rabinowitch and Kempner 
determined 28 per cent. of 25 specimens, Macfay- 
den in London found 22 per cent. of 77 specimens of 
milk tuberculous. Trask compiled the results of 
the study of 7,097 samples of milk in Berlin, Copen- 
hagen, Manchester, Paris, Liverpool, St. Peters- 
burg, etc., and ascertained that 8.37 per cent. of 
the milks contained tubercle bacilli; 787 speci- 
mens of butter showed 12.8 per cent. to be tuber- 
cle bacilli containers. 


To be conservative, over 60 per cent. of the 


herds of cattle in this country are tuberculous. The 
problem is to eliminate the tuberculous cow or to 
make the milk safely potable. Both methods must 
be constantly used. The question of tuberculosis in 
milk also involves the infection of milk by dung 
from cows without udder tuberculosis. Of prime 
importance, too, is the safeguarding of the milk 
from tuberculous milk handlers, from contamina- 
tion by exposure of milk in cans in stores harboring 
tuberculous persons. There is another danger, lit- 
tle appreciated, in the carrying of infection of the 
human type of bacillus by the improper care of milk 
by milk consumers. Surgical tuberculosis may be 
lessened by properly caring for the milk supply. 


An ambulance at hand is worth two in the rush. 


‘The hand that rocks the boat cannot rule the 
waves. 


To see or not to see, that is also a question. 


July, .1910," 


Book Reviews 


Serum Diagnosis of Syphilis and the Butyric Acid Test 
for Syphilis. | By Hipevo Nocucu1, M.D., M.Sc. As- 
sociate Member of the Rockefeller Institute for Medi- 
cal Research, New York. Duodecimo; 166 pages; 14 
illustrations. Philadelphia and London: J. B. Lippin- 
cotT CoMPANY, IgIO. 

The literature of the Wasserman reaction and its 
modifications has become so voluminous that only those 
actively engaged in this line of work are able to grasp 
its many phases. The principles concerned in this reac- 
tion and the description of the technic are, in the aver- 
age publication, involved in such a haze of confusing ter- 
minology and complexity of exposition as to discourage 
the practicing physician from a proper understanding of 
this test. With these deficiencies in ‘mind, the author, 
whose labors in this field are familiar, has: “written this 
book for the purpose of affording a survey of the pres- 


ent status of the subject, in simple but precise verbiage, ~ 


and with a sufficiency of detail to enable the laboratory 
worker to practice the test with little difficulty. 


The opening chapters are devoted to an explanation of — 


the “side-chain” phenomena involved in complement-fixa- 
tion. The author lays much stress on quantitative factors 
and discusses these fully. He then describes his own 
method. It is interesting to note that he has modified his 
views concerning the use of complement dried on paper, 
and now considers it advisable to use the liquid comple- 
ment whenever possible. He recommends the dry comple- 
ment: only for emergencies. The reasons for this change 
of view are not stated. The author discusses the adjusta- 
bility of his system and devotes a chapter to “Inactivation 
of the Serum in Relation to the Syphilis Reaction.” The 
Wasserman -reaction and its more important modifications 
are then described. A chapter on the diagnostic value of 
the Wasserman reaction follows. 

The author inserts a number of statistical tables com- 
piled from the literature, showing the incidence of the 
reaction in the various stages and forms of syphilis, and 
offers a comparison of his own and the Wasserman reac- 
tion from the results obtained by Fox and Kaplan. These 
show that with Noguchi’s system a larger percentage of 
positive reactions is obtained in syphilitic cases. By other 
tables, the author shows that a positive Wasserman reac- 
tion occurs, if rarely, in patients in whom syphilis re 
be exchuded with a fair degree of certainty. He ad 
a final chapter on his butyric acid test. “He claims a 
this test, while not specific, is of value as excluding 
syphilis if the result is negative; and that a positive reac- 
tion in conjunction with the clinical history and the result 
of the Wasserman reaction may be of positive value. An 
extensive bibliography is appended. 

The book is timely and fills an undoubted need. 
Surgery of the Brain and Spinal Cord. Based on Per- 

sonal Experiences. By Pror. Fevor Krauser, M._D., 
Geh. Medizinalrat, Dirigierender Artzt am Augusta- 
Hospital zu Berlin. Translated by Pror. HERMAN A. 
Havsoip, M.D., Clinical Professor in Surgery, Belle- 
vue Hospital and New York University Medical Col- 
lege; Surgeon to the Harlem and New York Red Cross 
Hospitals, etc. Vol. J. Quarto; 63 figures in the 
text, 24 colored plates and one half-tone plate. New 
York: ResmMan Company, 1909. Price, $6.00. 

This, the first of two volumes, deals with the surgery 
of the brain. Those who are well versed in the literature 
of cranial surgery need no description of Krause’s book. 
Already a classic, Krause’s work, as detailed in this vol- 
ume, has been epoch-making in the rapid development of 
surgery of the brain in recent times. It was eminently de- 
sirable that an unedited translation should have been placed 
into the hands of English-reading physicians. 

The translation is, on the whole, good, yet we must 
confess that there is much that is lacking in it that is 
present in the original. Haubold has unfortunately made 
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*~ the aitteongt to have his translation closely follow the 
- German work, and the result has been diction that is 
~ frequently inelegant, a style that not infrequently confuses 


and, occasionally, English that is not grammatical. This 
‘does not compare favorably with the diction and style of 


“Krause himself. Aside from this small fault, the English 


edition is admirable. The type is large and clear, and 


- ‘the many excellent colored plates are truly illuminating. 


2 Sprains and Allied Injuries of Joints. By R.H. Anc- 


tin WHITELOCKE, M.D., M.C. (Edin.), ERES (Eng.), 
Honorary Surgeon to the Radcliffe Infirmary and 
‘County Hospital at Oxford; Lichfield Lecturer in 
Surgery in the University. Small octavo; 241 pages; 
65 illustrations. London: Oxrorp University Press, 
1909. 
- This work cannot be considered a scientific treatise, 
but is rather a —, of the author’s experiences and 
views, for general medical reading. The title is some- 
what misleading, for Whitelocke describes not only sprains 


and other. injuries of joints, but also sprains and other 


injuries of tendons and muscles far removed from joints. 


- The subject matter is dealt with in orderly fashion, the 


author, at. the outset, attempting to elucidate the great 
number and perplexity of names descriptive of injuries to 
ligaments, etc. We do not yet understand, however, the 
difference between fracture-sprain and sprain-fracture, nor 
what is meant by sprain-dislocations, nor why additional 
and equally perplexing terms should have been introduced 
by the author. After the general consideration of sprains, 
their sequelae are described and discussed. 

The sequelae are divided into preventable and unavoid- 
able varieties. In the former- group the author places 
stiff and painful joints, atrophy of muscles about joints, 
recurring synovitis, a relaxed<condition of the ligaments, 
leading to weak joints, persistent pain, deformities and 
ankylosis. Whitelocke believes that localized pareses and 
paralysis, ossifying, myositis, osteo-arthritis and loose 
bodies in joints are all unavoidable sequelae. This is 
perhaps the best chapter in the book, the complications and 
results of sprains being well described from the practical 
viewpoint. When the writer steps upon theoretical ground, 
his remarks are much less satisfying. Not everyone will 
agree with his theory of the etiology of myositis ossificans. 
It is not strictly correct that “hematomata result from the 
blood clotting in the tissues.” (p. 10). We know of no 
proof that intermittent application of an elastic band about 
a joint has a direct influence on the local circulation. (p. 
24). The condition of “pulled elbow” is described with 
far greater positiveness than most other observers are 
willing to employ. 

The treatment of sprains and associated injuries is in 
the main practical and logical. As Americans, we are 
greatly surprised to find that the class termed “bone-setters” 
should apparently be so largely employed by the English 
laity in the treatment of the injuries under discussion. 
Not a few of the serious sequelae of sprains, etc., are de- 
scribed by the author to the faulty treatment instituted 
by these “bone-setters.” Operations have frequently given 
the author good results in his treatment of some of these 
sequelae. We are not all in accord, however, with his 
routine drainage of knee-joints after operation, nor with 
his arguments in favor of such routine drainage. 

Sprains and many “allied injuries” are not given in our 
text-books the space which these often crippling accidents 
deserve, and in practice, too, their treatment is often con- 
ducted with insufficient attention to detail. For these de- 
tails and for an appreciation of the importance of the 
conditions in which they should be applied we commend 
the reading of this work. 


The Conquest of Disease Through Animal Experi- 
mentation. By James Peter Warpasse, M.D., Sur- 
geon to the German Hospital, Brooklyn, New York, 
author of “Medical Sociology,” etc. Duodecimo; 175 
pages. New York and London: D. Appieton & Co., 
1910. 


Dr. Warbasse has made a distinct contribution to popu- 
lar literature upon this important theme, which is period- 


ically attacked by the omnipresent “anti.” He has pro- 
vided much digestible food for thought for the unin- 


‘formed, for the misinformed, and even for the victim of 


the psychosis.” 

When one pauses to realize how the word vivisection is 
falling from grace and _ becoming more or less synonymous 
with cruel “cutting up” of living creatures, as one would 
whittle with a jacknife, the term animal experimentation 
takes on a dignified scientific significance. 

Wanton cruelty, or unnecessary, purposeless trifling 


with the lives or feelings of animals is not condoned nor @ 


defended. Warbasse is as strong an objector as an anti- 
bye to the abuse of animal experimentation. 

He believes that “human life should be the supreme 
object of human interest” and that “he sins who need- 
lessly gives pain to any living thing.” 

This concise, rational, instructive argument in behalf of 
animal experimentation merits the consideration of physi- 
cians, of hygienists, of sanitarians, of humanitarians—in- 
- of all who love life. As President Eliot expressed 

: “The humanity which would prevent human suffering 
is a deeper and truer humanity than that which would 
save pain or death to animals.” 

Warbasse has written four brief chapters on, respective- 
ly, “What is meant by animal experimentation,” “Animals 
studied and the technic,’ “The meaning of pain” and 
“What is cruelty to animals?” These introductory chap- 
ters afford a plain exposition of a series of facts that 
unfortunately are not fully appreciated by even the intel- 
ligent part of the community because of insufficient ac- 
quaintance with the biologic sciences. The four chapters 
treating of the development of physiology, of hygiene, of 
medical practice and of surgical progress constitute an 
appeal to reason that is wnanswerable. They reveal the 
wondrous wealth that has been recovered from Nature’s 
mine of hidden treasures by the eyes and hands of self- 
sacrificing men whose brains were working always for 
human progress. They breathe forth gratefulness for the 
past and hopefulness for the future through the promise 
of further relief from the burdens of preventable dis- 
eases. The pages are freighted with living words that 
tell in no uncertain way of the prolongation of human 
life that has come and will continue to come through 
the results obtained by wise, rational animal experimen- 
tation. The chapter on “Animal experimentation and dis- 
eases of the lower animals” should arouse a feeling of 
grateful appreciation even among anti-vivisectionists. 

The object of animal experimentation is the conquest of 
disease. The conquest of disease means the protection of 
man from unnecessary diseases—it means a longer life 
and a happier one. 

Dr. Warbasse is to be congratulated upon his fearless, 
up-to-date defense of a scientific practice that is being 
vigorously opposed at present by a few sentimentalists who 
still eat meat and fish, torture and slaughter untold ani- 
mals for personal adornment, and lavish their perverted 
affections upon dogs and cats instead of babies. He has 
presented an admirable book, well worth reading, a sci- 
entific discussion meriting popularity, an honest appeal for 
an intelligent understanding of what the world owes to 
anima] experimentation. 


Grundriss und Atlas der Speziellen Chirurgie. Pror. Dr. 
Grorc Suttan. Part II. Duodecimo; 624 pages; 40 
colored plates and 261 illustrations. Munich: J. F. 
LEHMAN, I910. Price, 16 marks. 


So many surgical text-books have been published both 
in English and in German that special reasons for the 
publication of an additional one must be sought for. We 
confess that, in the second part of Sultan’s Fundamentals 
and Atlas of Special Surgery, we can find but little excuse 
for its appearance. 

It is true that a large number of surgical facts are 
succinctly presented and in a practical manner, but the 
presentation is nevertheless a very superficial one. Meth- 
ods of diagnosis as well as methods of surgical treatment 
are in many parts of the book.merely outlined. This is 
especially true of the first part, dealing with the surgery 
of the abdomen. The second part, which takes up the 
surgery of the extremities, is more amplified. 
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The illustrations, and especially the colored plates, are 
instructive and very artistic. In this respect and in gen- 
eral makeup the book compares favorably with the others 
of the series of Lehman’s “Medical Hand Atlases.” 


The Practice of Surgery. By Wa ter SPEN- 
cer, M.S., M.B. (Lond.); F.R.C.S., Eng., Surgeon 
and Lecturer on Surgery, Westminster Hospital; 
Member of the Court of Examiners, Royal College of 
Surgeons of England, etc., and GrorcE ErNest GaASK, 
F.R.C.S., Eng., Assistant Surgeon and Demonstrator 
of Practical Surgery, St. Bartholomew’s Hospital. 
Octavo; 1,234 pages; 707 illustrations and 48 plates. 
Philadelphia: P. Braxiston’s Son & Co., 1910. Price 
$5.50. 

This is the tenth edition of the popular text-book by 
the late W. J. Walsham, the eighth edition of which bore 
Mr. Spencer’s name on the title page as editor. So much 
has this work outgrown the original that the change in 
title is justifiable. 

To the extent that it is possible to condense into one 
volume a treatise on surgery—clinical, pathological~and 
operative—including, as is the fashion with English books, 
ophthalmology, gynecology and otology—this book is 
quite complete and is abreast of recent surgical thought. 
In the discussions of pathology it is most thorough. In 
many sections, however, there is deplorable brevity. 
Aneurismorrhaphy is dismissed with eleven lines. Cysto- 
scopy is but crudely dealt with, and ureter catheteriza- 
tion is not mentioned. The surgery of the chest has but 
a brief chapter and cabinets for thoracic operations are 
not referred to. The treatment of peritonitis is not clear- 
ly described. Irrigation is used a great deal in peritonitis 
by these authors. Postural treatment, rectal infusion and 
abstinence from feeding are recommended but no mention 
is made of ‘Fowler, Murphy or Ochsner. 

To the numerous skiagraphs he contributed to the 
original work, Dr. Hugh Walsham has added several in 
this book—all excellently reproduced. Gask has writ- 
ten the chapter on hematology and supplied many valu- 
able photographs from specimens in St. Bartholomew’s 
Hospital. Besides the 7oo illustrations in the text there 
are 48 full-page plates, several of them colored. The 
index is not as complete as it might have been. 

This is a very useful text-book for the student, but for 
Americans it offers no advantage over some of the works 
published in this country. 


Surgical After-Treatment. A Manual of the Conduct 
of Surgical Convalescence. By L. R. G. Crannon, 
A.M., M.D., Assistant in Surgery at Harvard Medical 
School ;Assistant Visiting Surgeon to the Boston City 
Hospital; Consulting Surgeon, Frost General Hospi- 
tal. Octavo; 803 pages: 265 original illustrations. 
Philadelphia and London: W. B. Saunpers Com- 
PANY, IQIO, 


In the fifty-three chapters of this volume the author has 
well covered the whole field of surgical after-treatment. 
He explains in the simplest terms the most appropriate 
treatment to be used in any one of the numerous condi- 
tions one is liable to meet with in surgical after-treatment. 
Crandon does not strive to analyze various tried-out pro- 
cedures. Although quotations are extensive and _ the 
bibliography is exceptionally complete, he maintains the 
purpose for which the book was written—the education 
of the practitioner and the country physician who oft- 
times must take care of the operated case in the absence 
of the surgeon. He is right when he says that “when 
the metropolitan surgeon operates in the smaller towns, 
he leaves the case after operation in the hands of his 
consultant, who may not be a man of recent hospital ex- 
perience. For such a man a manual of elastic but de- 
tailed directions should be of value.” 

The work is thoroughly up-to-date. We should espe- 
cially commend the chapter on transfusion, which ex- 
plains the Crile method with the two more recent modi- 
fications of Elsberg and Bernheim. In another chapter 
the Bier method of hyperemia is explained in detail. 

Tf any general criticism were to be made it would be 
that the book takes up too much instead of too little. 


There are some subjects such as intranasal after-treat- 
ment and the management of laryngeal wounds which 
we believe are beyond the realm of the general practi- 
tioner. What instruction is given in these cases is too 
meager to be of any value. Moreover, in such special 
cases (and here we refer to genito-urinary cases also), the 
after-treatment cannot follow any general rules, but the 
cases (and here we refer to genito-urinary cases also), the 
specialist who is called in at the time. However, the 
advice as to the stoppage of tonsillar hemorrhage, intra- 
nasal hemorrhage, etc., is most excellent and no doubt wilt 
aid in securing more attention to such details. 

The chapters on intubation and vaccine therapy were 
prepared by Dr. George P. Sanborn, a disciple of Dr, 
A. E. Wright. It is questionable whether the details of 
the preparations of vaccines, etc., were worth while in 
such a work as this. 

The technic of the Wasserman and Noguclie tests for 
syphilis are just as important as the determination of the 
opsonic index and might just as well have been included. 
The use of the various sera has also hardly been men- 
tioned. Dr. Frank B. Granger has contributed a chapter 
on electrotherapy. 

The illustrations are particularly clear. The work has 
many excellent features which will make it a valuable ad- 
dition to any physician’s library. 


Diseases of the Eye. A Handbook of Opthalmic Prac- 
tice for Students and Practitioners. By G. E. 
DESCHWEINTZ, A. M., M. D., Professor of Ophthalmol- 
ogy, University of Pennsylvania and Ophthalmic Sur- 
geon to the University Hospital, etc. etc. Sirth 
Edition. Large octavo; 944 pages; 351 illustrations 
and 7 plates. Philadelphia and London; W. B. Saun- 
DERS Co., 1910. $5 net. 


This well known work of deSchweinitz, now in its sixth 
edition is probably the most popular as well as the most 
complete text-book on ophthalmology in America. We 
desire here only to call especial attention to certain im- 
portant chapters. In these chapters a series of subjects 
are considered which of late have given ophthalmologists 
a great deal of thought. A timely and incentive chapter 
is the one on orbital complications in connection with 
diseases of the nasal accessory sinuses. The ophthalmolo- 
gist should certainly acquaint himself with the mischief 
which may arise from this neighborhood and likewise be 
capable of dealing thoroughly with it. All forms of optic 
neuritis are well considered. The author advises decom- 
pression in cases of neuritis arising from intracranial pres- 
sure, thus supporting the views of Horsley, Frazier and 
Cushing. In discussing the extraction of a cataractous 
lens inclusive of its capsule according to the method of 
Major Smith, the dangers are emphasized. The too fre- 
quent loss of vitreous is deprecated. The reference to 
atoxvl amblyopia should be borne in mind. This drug 
should be mentioned only that it may be condemned. Its 
use is attended too frequently by the most serious com- 
plications to the eye. Whatever may be said of a condi- 
tion most unsatisfactory to treat, viz.: glaucoma, is always 
of interest. The operations of Heine, Lagrange and Her- 
bert are fully described. They appear to offer success in 
some cases in which iridectomy has failed or is contra- 
indicated. 

Throughout the entire book deSchweinitz has endeav- 
ored to give us the most advanced ideas. Although it was 
written, as the author states, for students and practitioners, 
nevertheless the scientific and practicing onhthalmologist 
will find it a very acceptable reference book. 


The Family Health, By Meyer Soris-Conen, 
Fellow of the College of Physicians of Philadelphia. 
Duodecimo; 267 pages. Philadelphia: THe Penn Pus- 
LISHING Co., IQIO. 


This excellent little volume is valuable as a rational up- 
to-date exposition of the way to live in order to pre- 
serve the family health. The facts are plainly stated. A 
few illustrations would be welcomed as useful in demon- 
strating parts of the text more clearly. A readable pres- 
entation of scientific health problems that may well be 
recommended to the lay reader. 
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Progress in Surgery 


A Résumé of Recent Literature. 


Removal of Neoplasms of the Urinary Bladder. 
Epwin Beer, New York. Journal of the American 
Medical Association. May 28, 1910. 

In a preliminary report, Beer describes a new method 
of treating bladder neoplasms, viz., by the high fre- 
quency plan, which, he thinks, will be effective in the 
treatment of intravesical growths. He employs the Oudin 
current. The spark gap in the muffler was approximately 
from I-10 to % inch. A Nitze double catheter cysto- 
scope was used. In one catheter tunnel he places the elec- 
trode, introducing it just as one introduces a catheter, 
while to the other catheter tunnel he attaches a tube for 
irrigation. The electrode is a simple six-ply cable of 
copper wire, thoroughly insulated with rubber and cut off 
squarely at the vesical end. It measures No. 6 French. 
The applications were made directly to the growth, the 
electrode being pushed a short distance in among the 
villi under the guidance of the eye, and the current turned 
on for from 15 to 30 seconds at various points. The 
bladder was distended with distilled water. The imme- 
diate effects are striking, no spark is seen even with the 
full current without any resistance. Gas is freely gener- 
ated and bubbles out of the growth, and if the point of 
application is superficial the blanching of the tissues is 
seen, and at the point where the electrode rested the tis- 
sues are blackened. Often as the electrode is withdrawn 
the tumor comes away firmly baked to its point. Bleed- 
ing rarely follows and is readily checked by a reapplica- 


tion of the current. The rubber melts away from the 


heat at the end of the electrode which has to be squarely 
cut off from time to time. Beer credits the well-marked 
necrosis to the heat, though other factors, ionization, elec- 
trolysis, probably contribute, how much he cannot yet 
say. The treatment caused no more discomfort than an 
ordinary cystoscopy. The bladder mucosa was but little 
affected by the application, though some congestion and 
trigonitis developed in the vicinity of the growth. While 
he has employed this method in but two cases, both large 
papillary growths, his experience has been so satisfactory 
that he recommends it. It suggests the usefulness of 
these currents in many other conditions, both in the blad- 
der and in other parts, for example, tuberculous ulcers 
of the bladder, prostatic hypertrophy, growths in the 
urethra, etc. 


The Treatment of Erysipelas with Hot Air. (Die Be- 
handlung des Erysipels mit heisser Luft.) C. R1trer, 
Posen. Miinchener Medizinische Wochenschrift, 
May 24, 

Ritter claims that the usual method of treating erysip- 
elas by attempts to localize it are wrong. We should aim 
to promote rapid absorption. This can be done by active 
hyperemia. He treats his cases two to three times daily 
for one half hour with hot air. Extremities are placed 
in the usual Bier apparatus; the trunk is treated by means 
of larger sweat baths, and to the face the heat is applied 
by directing the hot air through the chimney of the ap- 
paratus placed as closely as can be born with comfort. 
If the eyes are unaffected they are protected from the 
heat; otherwise they are left uncovered. 

Of the nineteen cases treated one died a few hours after 
admission; all the others recovered. The erysipelatous 
patches soon faded at their center, and desquamation oc- 
curred early. The severer svmptoms, such as high fever 
and the coma or delirium, disappeared very quickly. 


The Cosmetic and Therapeutic Use of Paraffin Injec- 
tions in Nasal Disease. (Uber die Kosmetische und 
therapeutische Anwendung, des Parafins auf dem 
Gebiete der Nasenkrankheiten.) M. WassERMANN, 
Miinchen. Miinchener Medizinische Wochenschrift. 
May 17, 1010. 

The author has used paraffin injections in 100 cases of 
nasal deformity. He employs a mass of 42°-45° C. melt- 


ing point, which is injected in the solid state by means 
of an appropriate syringe (Lermoyez-Mahn’s). The re- 
action, livid or congested skin with doughy swelling, may 
persist for months if too much has been injected. With 
hard paraffin no emboli occur. 

In 30 cases of ozena great improvement or complete 
cure was obtained by submucous injection into the in- 
ferior turbinate, the nasal septum and floor of the nose. 
Ten cases have been observed for over two years. Ad- 
vanced cases with extreme atrophy of the mucosa are un- 
suitable as the paraffin at once escapes from the friable 
mucous membrane. After injection the thin, pale, dry 
membrane becomes’ congested, swollen and _ moist. 
Wherever this reaction occurs a permanent improvement 
persists. Excessive transitory hyperemia and swelling 
is not uncommon. The crusting and fetor are relieved. 
The results are partly due to the mechanical narrowing 
of the nasal passage which increases the velocity of the 
expiratory air and partly to a trophic irritation. 


Local Anesthesia of the Pudendal Nerve. (Ueber Ner- 
vus pudendus—Anesthesie.) W. Klagenfurt. 
Zentalblatt fiir Gyndkologie. May 21, 1910. 

The pudendal nerve leaves the pelvis by the great sacro- 
sciatic foramen and reaches the surface by curving below 
the tuber ischii and then dividing into the inferior hemor- 
rhoidal, superficial perineal and dorsal nerve of the clitoris 
or penis. These nerves can be reached by an injection 
made posterior to the tuberosity, the needle being diverted 
toward the sacro-sciatic notch. In very obese subject the 
site is found by measuring three fingers’ breadth external 
to the anus; in others the tuber forms the guide. Ilmer 
uses I ccm. of 5 per cent. cocain diluted with 5-6 ccm. 
of sterile salt solution, employing a needle 5 cm. in length. 
The injection is made at the desired point and to the right 
and left of it, on both sides of the body. Anesthesia is 
complete after 15 to 20 minutes. With this anesthesia 
perineorrhaphies, hemorrhoid operations, etc., have been 
performed painlessly. Similarly procedures on the male 
_ be performed in this region without general anes- 
thetic. 


Is Pfannenstiel’s Suprasymphyseal Transverse Fascial 
Incision Suitable for Presumably Non-Aseptic 
Operations? (Jst der suprasymphysare Fascienquer- 
schnitt nach Pfannenstiel fiir vermutlich nicht asep- 
tische Operationen geeignet?) R. Kuiotz, Tubingen. 
Zeutralblatt fiir Gyndkologie. May 21, 1910. 

Of 581 laparotomies performed during two years at 
the Tiibingen clinic the above. mode of incision was em- 
ployed in 550. Where great haste was indicated, as in 
a ruptured extrauterine pregnancy, the median incision 
was used. Of the entire number 84 could be re-exam- 
ined. Of these 3 showed herniae in the scar. Of the 
entire number of cases 418 healed without suppuration; 
109 suppurated and 23 died. As many operations were 
performed for pyosalpinx, carcinoma, gangrenous myo- 
mata, etc., a large statistic of these unclean cases shows 
that the transverse incision is indicated and successful 
where suppuration may be expected. Drainage openings 
where allowed to close, do not result in hernia formation, 
as the abdominal layers gradually close in in a gridiron 
fashion, which affords protection and permanent strength. 


Remarks on the Operative Treatment of Tumors of 
the Hypophysis. With the Report of Two Cases 
Operated on by an Oro-Nasal Route. A. E. Hat- 
STEAD, Chicago, Surgery, Gynecology and Obstetrics, 
May I, I910. 

Halstead operated upon two typical cases of hypophysis 
{tumor by a method which leaves no deformity. The 
steps are as follows: Preliminary tracheotomy with tam- 
poning of the pharynx and posterior nares. Incision of 
the mucous membrane along the inner surface of the 
upper lip, followed by retraction upward of the nose, the 
cartilage being divided. The turbinate bones, vomer 
and perpendicular plate of the ethmoid are removed, and 
access to the sella. turcica is gained by removing hoth 
the anterior and posterior wall of the sphenoidal sinus. 
Through this opening the tumor mass is curetted away. 
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The cavity is packed with gauze and the nose replaced. 
Hexamethylenamin should be given. The one case made 
an uneventful recovery and has remained’well more than 
six months; the second patient promptly died, perhaps 
because of absorption of too much hypophyseal products. 


Forcible Dilatation of the Kidney Pelvis as a Means of 
Diagnosis. G. Hunner, Baltimore. Surgery, 
Gynecology and Obstetrics, May, 1910. 


In 28 cases Hunner has used the method devised by 
Kelly to distinguish especially between gall bladder, kid- 
ney and appendicular conditions. In the knee-chest po- 
sition, through a Kelly cystoscope, the ureter is slowly 
distended by means of sterile salt solution, which is col- 
ored so as to show whether there is any leakage past the 
catheter back into the bladder. The patient can then 
tell whether the pain produced by the procedure is sim- 
ilar to that felt during her usual attacks—similar in situa- 
tion, character, etc. The amount of fluid injected will 
also indicate whether the kidney pelvis is abnormally 
large or not. 

Ten cases are reported in detail. Of these three proved 
somewhat misleading, a distended gall bladder with stone 
in the cystic duct being found at operation. In these 
cases, however, the kidney was displaced and surrounded 
by adhesions. The author recommends the method as a 
harmless and valuable aid in diagnosis. 


‘Intestinal Obstruction in Children (Der Darmverschluss 
der Kinder). H. Atapy, Buda-Pesth. Archiv fiir 
Klinische Chirurgie. Vol. 91, Part IV. 


According to the author’s experience, acute intestinal 
obstruction is more readily recognized in children than in 
adults. There are two great causes of acute ileus during 
childhood—appendicitis and intususception. The author 
hae seen obstruction dependant upon appendicitis appear 
in very varied symptom-complexes, but there is, on the 
other hand, only one clinical type of intussusception, no 
matter where the lesion is situated. It is of no practical 
value to attempt to discover what portion of the bowel 
is invaginated; one should determine rather in what part 
of the abdomen the invagination is situated. Alapy con- 
siders the presence or absence of rigidity of great diagnos- 
tic moment—the former speaks in favor of intestinal ob- 
struction due to appendicitis, the latter of obstruction due 
to invagination. 

Early and rapid operation is of even greater importance 
in the acute obstruction in children than in the same 
condition in adults. The operative treatment depends, of 
course, on the pathological lesion, in a general way. Yet 
the author asserts that the performance of a simple en- 
terostomy, irrespective of the pathological lesion, has a 
much wider application in children than in adults. It 
has been his experience that enterostomy alone has not 
only relieved cases of acute obstruction, but has definitely 
cured them. Intussusception should be treated by reduc- 
tion; only rarely should the surgeon feel called upon to 
perform a resection, and then only after the invagination 
has been reduced. Alapy believes that so-called irreduci- 
bility in cases of intussusception speaks for faulty technic 
and not the formation of firm adhesions; he has not en- 
countered such adhesions in a single case. 


A Contribution to the Study of “Post-Operative 
Psychoses.” (Beitrag zur Frage der “Post-Opera- 
tiven Psychosen.”) E. Scuutrtze, Berlin. Deutsche 


Zeitschrift fiir Chirurgie. Vol. 104, Parts 5 and 6. 
The writer agrees with those who believe that the so- 
called post-operative psychoses in the vast majority of 
cases are not true pyschoses, but are forms of “post- 
operative delirium.” True psychoses following operation 
are exceedingly uncommon. 

The so-called post-operative psychosis may occur after 
any operation, but is most common in nervous patients— 
as in those suffering from Basedow’s disease. In many 
cases there is an hereditary tendency to a disturbance of 
the mental balance. 

In a large proportion of the cases such post-operative 
-onditions as toxemia, inanition, fever, weakness (as from 
carcinoma or chronic diseases), and abscess-formation will 


be found as underlying causes of the disturbed mental 
state, and, when these conditions are removed (if their 
removal be possible) the psychosis will often disappear 
very rapidly. Under any circumstances, the prognosis 
is in general good, although some cases become chronic, 


The Symptom-Complex of Neuralgia of the Heel. (Zur 
Klinische, Gerschichte der Fersenneuralgie.) Franz 
Koenic, Berlin. Deutsche Medizinische Wochenschyrift, 

_ March 31, 

Of a number of cases of pain in the heel, Koenig selects 
for report eight cases submitted to operation. In a minor- 
ity of the cases a “calcaneus spur” was found; in most of 
the cases, however, inflammation of the bursa between 
the os calcis and the tendo Achilles or of one of the plantar 
bursae was found. Im four of the cases inflammation of 
the bursae alone was found responsible for the pain; in 
two’ additional cases the infectious bursitis seemed to be 
the cause of the formation of exostoses of the os calcis. 
According to Koenig’s experience, the spur in itself does 
not cause the neuralgia, but injury of the spur or inflam- 
mation of the adjacent bursae (from gonorrhea fre- 
quently) is the common cause. Treatment is not neces- 
sarily operative; some of the cases can be cured by the 
proper application of protective dressings. Operation con- 
sists in the removal of the spur when it exists, and drain- 
age and curettement of the affected bursa. 


The 39th Congress of the German Association of 
Surgeons, Held at Berlin, Session of March 30, 1910. 
Three main themes were taken up at this Congress—the 
surgical treatment of epilepsy, the surgical treatment of 
the rigid thorax, and the treatment of appendicitis. 
Krause reported his results in eighty operations for non- 
traumatic epilepsy. He excluded all cases due to intoxi- 
cations (such as lead and alcohol), infections (as diph- 
theria and pneumonia), and hysteria. In the large major- 
ity of his cases, Krause excised the cortical center rep- 
resentating the part of the body in which the epileptic 
attack began. The results have been very good, although 
absolute cure is not the rule. In a smaller proportion of 
the cases, Kocher’s operation (the formation of an open- 
ing in the skull over the excitomotor cortex) was per- 
formed with results that were, in the main, good. Til- 
mann, Friedrich and Kocher report similar results. 
Freund spoke of the indications for and the results of 
chondrotomy for the rigid thorax associated with emphy- 
sema. The cases in which there is a narrow thorax must 
be excluded from operative interference. The favorable 
cases for operation are those with an enlarged, rigid 
thorax complicating emphysema. The operation should be 
performed under local anaesthesia and need consist only 
in the exsection of the second and third costal cartilages 
(together with their perichondrium) on one side. 
Kiimmell, Kocher and others made a plea for early 
operation in acute appendicitis, Kocher especially stating 
that = was unnecessary and unwise to wait for second 
attacks. 


The Extrusion of Intraspinal Tumors. C. A. Exspere, 
New York, Journal American Medical Association, 
April 16, 1910. 

Elsberg reports a case of extramedullary tumor of the 
cervical region which was operated on by removal of the 
spines and laminae of several lower cervical and the first 
dorsal vertabrae. When the dura was incised the tumor 
extruded but owing to the patient’s condition further im- 
mediate operation was deferred and the wound closed. 
week later the wound was reopened and it was found that 
a tumor, measuring 5 cm. in length and 3.5 cm. in breadth, 
had been almost entirely extruded from its bed under the 
pia mater so that it lay outside the cord substance and 
could be removed with great ease and with the minimum of 
danger to the cord. This suggests the treatment of similar 
cases. Elsberg believes that operation for tumor of the 
spinal cord should be made always in two stages and that 
the first stage should end, not with the laminectomy, but 
with the small incision in the dura and also in the pia if. 
the growth is subpial. If the tumor is subpial or intra- 
medullary the dura may be closed at the end of the first 
stage. 


. 
— — 
| 
q 
4 
= 
‘ 
My 


Vow. XXIV, No. 7. 


PROGRESS IN SURGERY. 


AMERICAN 
JOURNAL OF SURGERY. 235 


Quinine and Urea Hydrochlorate as a Local Anesthetic. 
F. M. McCartney, Denver Medical Times and Utah 
Medical Journal, April, 1910. 


Quinine and urea hydrochlorate is a comparatively new 
anesthetic. It can be used with absolutely no ill effects 
in one-quarter of one per cent. solutions. The writer oper- 
ated on a fibro lipoma of each shoulder, one the size of a 
hen’s egg, the other the size of an orange. The dissection 
of the latter took one hour, the patient feeling no pain. In 
the second case, one of rectal fistula, an ounce of a one 
per cent. solution of this drug was injected into the rectum, 
the patient holding it for about twenty minutes. A small 
amount of a one-quarter per cent. solution was injected 
into the fistulous tract. The author has had uniformly 
good results in a number of cases. 


The Treatment of Diffuse Suppurative Peritonitis with 
One Per Cent. Camphor Oil. (Die Behandlung der 
Diffusen Eitrigen Peritonitis mit 1 proz. Kampfer@l.) 
G. HirscHer, Heidelberg. Miinchener Medizinische 
Wochenschrift, April 21, 1910. 


Glimm found that animals whose peritoneal cavity had 
been previously injected with camphor oil and then in- 
fected with coli bacteria, recovered, while the controls died. 
Hirschel used camphor oil in nine cases of peritonitis, in 
whom all hope of recovery had been despaired of; of these 
five recovered. The abdomen was opened, the source of 
infection rapidly attended to and as much purulent exudate 
as could be removed quickly, wiped away with gauze 
sponges. Then from 100-300 c.cm. of sterile, warm 1% 
camphor oil was distributed throughout the abdomen on a 
large gauze compress. He sought-to cover both the in- 
testinal and the parietal peritoneum with the oil. Even in 
the four fatal cases (two pneumonias, one psychosis with 
refusal of nourishment and great restlessness) a marked 
improvement was noted after operation. Vomiting, para- 
lytic ileus and heart action were especially favorably af- 
fected. In two autopsies (5th and 15th day) the oil was 
found covering the guts in a thin layer, no adhesions were 
noted and but little fibrinous exudate. Of course other 
measures were not neglected in the after-treatment. The 
author is encouraged by these results, obtained as they 
were in patients nearly in extremis. 


Mastoiditis in Diabetes. Barton H. Potrs. The Pennsyl- 
vania Medical Journal, April, 1910. 


It might be said that there is something almost charac- 
teristic in mastoiditis in diabetes in that the mastoid is 
often attacked without any marked signs of trouble in the 
tympanum, beginning apparently as a primary ostitis; the 
destruction of bone takes place more rapidly and more 
extensively than in other cases. On the other hand, when 
an acute otitis media does precede mastoid inflammation, 
there will be, sometimes, an unusually small amount of 
pain, but the membrane will continue persistently bulging 
in spite of repeated incision. The lumen of the canal is 
apt to be narrowed, due to sagging of the walls, or to an 
external otitis, or to a furuncular condition to which these 
patients are prone. 

Whether the destruction of the bone in the mastoid be 
rapid or slow, the acute inflammatory phenomena are apt 
to be absent until late; this would seem to indicate a low 
vitality or resisting power. This fact constitutes an addi- 
tional indication for early operation. The post-operative 
condition of the wound would seem to bear out this ques- 
tion of low vitality of the tissues, as the granulations have 
a tendency to become large and flabby. 

Speed in operating and short anesthesia are extremely 
important factors. 

The removal of involved bone must be thorough, extend- 
ing into the healthy tissues, and it is often necessary to 
remove a considerable portion of the internal plate because 
the nutrition of this bone is so frequenily impaired and it 
affords but a poor base for the development of healthy 
granulations. The danger in exposing the dura by this 
procedure is not very great as nature throws out a pro- 
tecting layer of granulations. 

Owing to the low vitality of the tissues, it is better not to 
close the external wound by sutures. That the claim, made 


by some writers, that cases showing three per cent. and 
over of sugar are fatal is untrue, is proved by two of the 
writer’s cases as well as by cases reported by others. The 
presence of acetone and diacetic acid is a much more im- 
portant prognostic factor and, while their presence is not 
necessarily a sign of a fatal termination, it certainly is an 
indication of a more grave condition. 


Depressed Fracture of the Malar Bone. A Simple 
Method of Reduction. E. H. Copman, Boston. . Bos- 
ton Medical and Surgical Journal, April 21, 1910. 

The author used the following method in three cases 
with much success. The bone is grasped firmly with a 
bullet forceps through the swollen tissue of the cheek, in 
the manner an iceman holds a cake of ice. The upper 
prong is inserted just back of the orbital rim, the lower 
through the cheek below the prominent part of the malar 
bone, and a firm pull is made on the instrument. The 
bone comes up with surprising ease. No dressing is neces- 
sary. The two small punctures heal kindly, and with no 
scar formation. Nitrous oxide anesthesia is necessary. 


Hexamethylenamin in Suppuration of the Middle Ear 
and the Nasal Sinuses. . J. Brown, Minneapolis 
Journal of the American Medical Association, April 16, 
1910. 

Brown reports a prompt healing of an acute otitis media 
soon after the administration of hexamethylenamin. Within 
three days the discharge ceased, the hearing improved and 
a perforation of the drum was healed. The author also re- 
ports the beneficent action of this drug upon his own per- 
son. He was subject to repeated attacks of right antral 
suppuration. The last attack was accompanied by profuse 
green discharge and fetor. Within 48 hours after taking 
hexamethylenamin the discharge had practically ceased and 
the fetor had disappeared. 


Resection of the Innominate Artery, and End-to-End 
Suture for Arterio-Venous Aneurism of the Com- 
mon Carotid Artery. Restoration of Nerve by Suture. 
A. GertzEn, Moscow. Chirurgia (Russian), February, 
1910. 

A little more than one month after being shot in the 
neck, a typical arterio-venous aneurism appeared on the 
lower part of the neck. The author exposed the innom- 
inate artery by resecting the middle third of the clavicle 
and the upper corner of the manubrium sterni. After 
ligating the innominate artery the aneurism appeared but 
slightly affected; he therefore resolved to resect the aneur- 
ism. This he did by a laborious dissection and ligature of 
both ends. The patient recovered uneventfully. The case 
was complicated by a paralysis of the affected arm, due to 
severance of the radial nerve by another bullet. Subse- 
quently this nerve was united and the function of the arm 
was eventually restored. 


Artificial Vagina by Intestinal Transplantation. J. F. 
Batpwin, Columbus. Journal of the American Med- 
ical Association, April 23, 1910. 

Baldwin reports a case of congenital absence of the 
vagina in a girl of 18, in which he employed his method 
of restoration of the passage by the transplantation of a 
portion of the ileum, carefully preserving its mesentery. 
The recovery from the operation was uneventful and the 
results very satisfactory. He has operated in four such 
cases with like results, and similar successful cases have 
been reported by Mueller and Mori. He prefers using the 
ileum, though the operation is practicable also with a loop 
of the sigmoid. The former is safer. 


Some Observations Upon the Removal of the Middle 
Turbinated Body. Joun J. Kyte. Journal of Ophthal- 
mology and Oto-Laryngology, April, 1910. 

There is reason to suppose that the size and form of the 
cells in the middle turbinate and ethmoid cells and their 
relationship to one another are very important factors in 
the longevity of disease of the cells, and also that many 
diseases of the ethmoid cells may be due primarily to ex- 
traneous conditions, that is, to disease of the nasal mucosa, 
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disease of the turbinated body or natural or acquired mal- 
formation of the turbinated body, and when these condi- 
tions have been corrected the disease has a tendency to 
disappear naturally. This is especially true in cases where 
the cells are narrow and not large and diverticulated. 
A: long continued inflammation in the cells has 
a like tendency to schlerosis as is observed in 
inflammation of the mastoid process. There is also the 
same tendency to brain complication from exacerbation of 
a chronic, slumbering ethmoiditis as is observed in the 
mastoid process. A sclerosed, turbinated body is naturally 
not attended by the same inflammatory reaction that is 
observed in a hypertrophic condition. In the sclerosed 
form there is little or no discharge, whereas in the hyper- 
trophied form, crusts, mucopurulent secretion and recur- 
rent attacks of cold are observed. 

As a rule, the anterior tip or the entire middle tur- 
binated body is removed to relieve intranasal pressure, 
establish free drainage or expose the accessory cells and 
their ostia. The removal of the anterior tip with scissors 
and snare necessarily produces more or less traumatism 
and shivering of the turbinated body, and sometimes pro- 
duces fracture. The middle meatus is only partially ex- 
posed and polypi may remain hidden, as well as obstruc- 
tions of the ostia of all the cells. The infundibulum is 
only partially exposed and drainage can only be promised 
for the frontal cells. However, inflammatory reaction 
may sometimes be so great as to even predispose to an 
acute exacerbation of a chronic inflammation of the 
frontal cells. The author believes that it is more advisable 
to remove the entire body than the anterior portion, with 
scissors. This, as a rule, leaves a smooth surface which 
heals without any inflammatory reaction. 


The “Dry” Treatment of Maxillary Sinusitis. CC. 
Messmer, Milwaukee Medical Journal, April, 1910. 


After having examined the nose sufficiently to make the 
presence of pus in the antrum probable, the inferior meatus 
is cocainized and adrenalinized, and the canula is in- 
serted. The antrum is irrigated with the solution (boric 
acid solution, sterile water, salt solution, silver nitrate, 
sodium chloride or any of the solutions generally used) 
until the fluid which returns is clear and free from pus; 
the water in the antrum is then forced out by driving air 
through with the syringe. The irrigating tube is dis- 
connected and the lumen of canula dried with a cotton 
applicator as far as possible (this is done with the canula 
in situ). The canula is then connected with the powder 
blower and inflated about twenty times, or until the iodo- 
form or other powder used appears in the nose through 
the natural orifice of the antrum. The canula is removed 
and a pledget of cotton inserted into the nose. 


A Case of Recurrent Mastoiditis with Involvement of 
the Labyrinth. B. Biackwett. Annals of 


Otology, Rhinology and Laryngology, March, 1910. 

Eight years before the patient had a simple mastoid 
operation performed on both ears with apparent recovery. 
But each year the wounds would break down and dis- 
charge for several weeks. . 

Just before admission to the hospital both mastoid 
wounds began to suppurate, the right one continuing, the 
left healing up. There was a right sided facial paralysis 
and the patient became dizzy in assuming the erect pos- 
ture. The dizziness became so severe that the patient 
was compelled to go to bed where she remained for 
three weeks. 

Examination showed a moderate degree of facial paral- 
ysis. There was no nystagmus or vertigo. Examination 
of the mastoid showed a discharging sinus which led 
down to the antrum where bare bone could be felt. There 
was some tip tenderness. Foul smelling pus was found in 
the auditory canal. a 

At operation the entire cap of the horizontal semicir- 
cular canal was found to be absent and from either ex- 
tremity were fistulae leading into the internal ear. The 
facial nerve was found exposed in the tvmpanum and 
covered with granulations. These were remeved. 

For four days after operation the patient had a marked 
lateral nystagmus in both directions. This finally disap- 


peared. The patient made a good recovery. The left 
labyrinth apparently taking on the function of the two 
sides. 


The Influence of the Sphenoidal and Ethmoidal Cells. 
in Diseases of the Eye. James M. Patton, Wesi- 
ern Medical Review, May, 1910. 

Judging from the voluminous literature it would seem 
that any of the accessory sinuses may become a factor 
in ocular pathology. Often there are marked symptoms. 
in the eye directly referable to a pathologic condition in 
the maxillary antrum or frontal sinus. Ouodi describes. 
thirty-eight different morphologic relations between the 
sphenoid and ethmoid and the sulcus opticus, optic fora- 
men, canal and nerve. These rclations vary from cases. 
where there may be a partition of bone 8-12 mm. in 
thickness between the optic canal and the sphenoid and. 
ethmoid cells, to those in which the partition may be 
of tissue paper-like thinness or even be partly or entirely 
absent. Again the last ethmoid cell may entirely over- 
ride the sphenoid forming part of the wall of the sulcus. 
opticus and optic canal or one posterior ethmoid or 
sphenoid cell may be very small or even absent, the other 
extending to the opposite side and thus explaining ocular 
disturbances apparently on the opposite side from the 
sinus involved. 

Frances and Gibson in a study of sixty specimens taken 
at random from the dissecting room found that in 331%4% 
of the specimens the bony partition separating the sphe- 
noid from the canalis opticus was I-100 in. or less and 
that fully 80% were but 1-25 in. or less. 

In the light of the very interesting anatomical investi- 
gations it can be readily seen how irritation or even in- 
fection of some portions of the visual apparatus may have 
its origin in one or more accessory sinuses. The ques- 
tion which is yet to be decided is whether these theories 
advanced by labratory investigators are corroborated by 
clinical experience. 


The Treatment of Tuberculous Cervical Adenitis by the 
Roentgen Rays. Cc. LeonarpD, Philadelphia. 


Journal of the American Medical Association. May 


14, I9I0. 

Leonard recommends the Roentgen-ray treatment as 
the most effective method of treating tuberculous adenitis 
in all its varieties, affording the best cosmetic as well as 
permanent results. If taken early, scars are completely 
avoided, which is an important consideration, especially in 
young women who are often subject to the disease. The 
treatment is harmless and painless but must be adapted to 
the individual. If too weak there will be no progress 
and if pushed too far it may be hurtful. It also has an 
effect, he thinks, in raising of the opsonic index and i: 
producing an autogenous vaccine or antibodies which pass 
through the patient’s system and effect tuberculous lesions 
at a distance and produce an immunity. The treatment is 
not confined to the earlier stages though it is in these that 
the best cosmetic results are obtained. Old scars, how- 
ever, can be softened and reduced and recurrence after 
operations of persistent ulcerations or sinuses can also be 
thus treated. Medical measures, tonics, etc., tending to 
increase the bodily vigor and resistance can also be used 
at the same time. Two cases are reported. 


Transurethral Operations in Women. Howarp A. KELLY, 
Baltimore, Journal of the American Medical Associa- 
tion, May 14, IgIo. 

Kelly advocates the use of the cystoscope in removal of 
calculi from the bladder in women, and reports a case 
of operation on calculus impacted in a diverticulum of the 
viscus. He thinks that it will be possible in the future to 
treat almost all calculi found in diverticula in this way, 
i. e., (1) by exposing the diverticular orifice through ar 
open speculum; (2) by cutting the sides, so as to open the 
cul-de-sac, with an electrocautery; (3) by extracting the 
calculi with forceps; (4) by examining thoroughly the 
interior of the cavity through the cystoscope. He says 
that there is no reason why a variety of operations should 
not be done in a simpler manner through the open tube 
of the cystoscope instead of through a bloodv suprapubic 
or transvaginal incision. The method is applicable to the 
male as well as to the female bladder. 
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